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QW. The Arthur D. Becker Memorial Lecture 


New (8th) Edition! 
WECHSLER’'S CLINICAL NEUROLOGY 


This is a crisp, up-to-date edition of a source book relied 
upon by thousands of practitioners for over 30 years. Dr. 
Wechsler sets forth for you in remarkable completeness his 
vast clinical experience with viriually every aspect of neu- 
rologic dysfunction. 


He gives you step-by-step directions on conducting the neu- 
rologic examination and clarifies difficult points in differential 
diagnosis. His guidance on treatment includes complete 
regimens for the patient, plus cautions, warnings and con- 
traindications. You'll find here the sort of clinical bedside 
help you want on such problems as: muscular dystrophies, 
migraine, herpes zoster, sleep and insomnia, meningitis, tu- 
mors of the brain, cerebral palsy, multiple sclerosis, motion 
sickness, poliomyelitis, etc. 


USE HANDY SAUNDERS orbDeER FORM ON PAGE 


New advances and new understanding arising out of medical 
development of the last five years have been interwoven and 
incorporated in this new edition. The hypothalmic syndrome 
is described in light of current knowledge. The chapter on 
The Epilepsies and the Convulsive State has been thoroughly 
revised. Helpful sections on Psychological Diagnosis and 
on the Neuroses round out the practical usefulness of this 
volume. 


This is a valuable source to most certainly enhance your 
grasp of sound clinical observation and accurate diagnostic 
correlation of signs and symptoms. 


By ISRAEL S. WECHSLER, M.D., Consulting Neurologist. The Mount Sinai 
Hospital, New York. 872 pages. 6”x914”, with 179 illustrations, some in 
color. About $11.00 New (8th) Edition—Just Ready! 
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in arthritis, BUF FERLN. because... 


...in the majority of your arthritic cases BUFFERIN alone can safely 
and effectively provide adequate therapeutic control without resort- 
ing to the more dangerous cortisone-like drugs. 

... BUFFERIN is better tolerated by the stomach than aspirin, espe- 
cially among arthritics where a high dosage, long term salicylate 
regimen is indicated. 

... BUFFERIN provides more rapid and more uniform absorption of 
salicylate than enteric-coated aspirin. 

...even in the relatively few cases where steroids are necessary, use 
of BUFFERIN will allow proper flexibility for individual dosages. 

... BUFFERIN is more economical for the arthritic who requires a long 
period of medication. 

... BUFFERIN contains no sodium, thus massive doses can be safely 
given without fear of sodium accumulation or edema. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid 
5 grains, and the antacids magnesium carbonate and aluminum glycinate. 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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probably the easiest-to-use x-ray table in its field : 


mast «CERVICAL | DORSAL 
STERNUM 
PA/Ob! | lateral PA 


” 


know why? look .. . 


1 On this board you select the bodypart you want to x-ray 
2 Set its measured thickness 


3 Press the exposure button housed in this 


That’s all there is to it. No time, KV, or MA adjusting to do. oS a 
No charts to check, no calculations to make. 


Modest cost 

Excellent value 

Prestige “look’’ 

Top Reputation (significantly, “Century” trade-in value has long been highest in its field) 


And you can rent if you prefer. 


Call ia your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 


diagnostic x-ray unit 


Vow. 57, JAN. 1958 


ng-fhrough tr izonia |, vertical, interme. Choice of rotating or 
radiography (and vice versa). Self-gu delenburg posi- stationary anode x-ray 
ing to correct operating distance.Nothing tions by eauipoise handrock tubes. Full powered 
| certainly the simplest automatic x-ray control ever devised 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JouURNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 

2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct 
quotations. 

3. The author’s degrees and teaching affiliations should 
be given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front must also be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 
1. Three copies of THE JouRNAL containing his article 


will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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for the full scale of agitated psychic dis¢ ! 


anxiety and tension states 


ambulatory psychoneurotics 


hospitalized psychotics 


and for nausea and vomiting 


the full-range tranquilizer 


(pronounced Trill’-ah-fon) perphenazine 


¢ Mg. for mg. more effective than other phenothiazines 
* Greatly increased therapeutic index 

¢ Jaundice attributable to TRILAFON alone not reported 
* No skin photosensitivity observed 

¢ No report of agranulocytosis 

* Significant hypotension absent 

¢ No apparent impairment of mental acuity 


Refer 


te Schering literature for specific information regarding indi- 


cations, dosage, side effects, precautions and contraindications. 


TRILAFON —gtey tablets of 2 mg. (black seal), 4 mg. (green 
seal), 8 mg. (blue seal), bottles of 50 and 500; 16 mg. (red 
seal), for hospital use, bottles of 500. 


SCHERING CORPORATION +« BLOOMFIELD, NEW JERSEY 


TR-J-28697 
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“Meal-wise, the Doc’s 
probably right... 


| 


ole 


“But, man, I’m too nervous 
to eat! Like tonight. 
Big jingle session with 


When you finally bring him around, re- 
member that what he’ll probably need 


| The Client. Andy’s Atomic first... and most . . . is the essential B- 
Ege Beaters. Yes, Andy. complex. And that’s a good time for 
No, Andy. Oh, your wife a good B-complex . . . 
writes jingles too, Andy? 


| Oh, ha, ha, those are a SCREAM, SUI- Bex with C 


Andy! Let's just tear ours (Abbott's B-Complex Tablets with C) 
up, Andy! Eat, man? 


Just one Sur-Bex tablet a day supplies: 


Never hea rd of the word ET 6 mg. 
6 mg. 

Obbctt As a dietary supplement: 1 or 2 tablets daily 
weteen In convalescence: 2 or more tablets daily 
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anginaphohbia 


when the temperature falls, fear needn't rise/ 


The agonizing dread of angina pectoris leads 
the patient to fear an attack whenever he must 
step out into bitter cold. Inevitably, anticipa- 
tion rivals exposure as the precipitating factor. 


Remove the fear factor: Peritrate assures pro- 
longed coronary vasodilatation, helps prevent 
attacks of angina, and automatically reduces 
the ever-present fear of attacks. Even though 
the patient cannot ignore previous restrictions, 


routine use of Peritrate helps to 

= reduce the number and severity of attacks 
= decrease nitroglycerin dependence 

® increase exercise tolerance 

® improve abnormal EKG patterns 

Fear in the foreground? For the unduly fear- 
ful patient, Peritrate with Phenobarbital creates 
a more favorable clinical climate for long-range 
Peritrate prophylaxis. 


Usual dosage: 20 mg. of Peritrate before meals and at bedtime 


(BRAND OF PENTAERYTHRITOL TETRANITRATE) 
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voids the colon 


emulsif 
propulsion facilitate 


for pregnant, postop 
patients, 


cases constipation 
vated 
blocking agents.” 


STANDARD LABORATORIES, INC. 
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sification and 
elfecal flushing. 
operative, geriatric 
effectiveness 

induced aggra- 
and ganglionic 


*Gasster, M.: Med. Times, to be published. 


Morris Plains, N. J. 
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NEW SANBORN 
VISETTE 


electrocardiograph 


full diagnostic accuracy 


rowing use of the ECG in cardiovascu- 

lar work means more locations in which 
*cardiograms are being run: in your office 
...at your patient’s home... in hospital 
heart stations, laboratories, wards. This im- 
mediately focuses attention on instrument 
portability—and the obvious value of the 
new Sanborn Model 300 VISETTE. 

For the first time—in “brief case” size— 
is everything needed to take a ’cardiogram 
of full clinical accuracy. This remarkable 
new transistorized direct writer incorporates 
all the best features of earlier Sanborn in- 
struments developed over the past 33 years 
— plus extremely light weight (18 pounds) 
and small size (12% x 10/2" x 5%") made 
possible by original design and modern 
electronic components. New in the “300”, 


SANBORN COMPANY 
175 WYMAN STREET, WALTHAM 54, MASS. 


too, are such operating advantages as fully 
automatic, “one hand” Instomatic action; 
automatic “push button” grounding; even 
simpler chart loading; and interlock switch 
to prevent closing cover with power on. 
The doctor with the active cardiac 
practice will particularly appreciate these 
VISETTE features; but wherever this mod- 
ern ECG is used, “convenience” will be the 
characteristic by-word. Ask your Sanborn 
Representative for full VISETTE informa- 
tion, and a demonstration in your office, of 
this modern, moderately priced instrument. 
The established Sanborn Model 51 
Viso-Cardiette is still available for those 
who prefer a larger, heavier (34 lbs.) instru- 
ment—$785, delivered. 
18 Ibs. 


TRANSISTORIZED 
$625 del. ‘ 
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Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth 


in the field of moderate to moderately severe pain, oe - 
ZACTIRIN establishes. a new concept in analgesia—etfective 
pain control by mouth without reser to narcotic drugs. 
ZACTIRIN contains ethoheptazine citrate, the culmination of 
original Wyeth research for pure, potent analgesic action 
without the liabilities of codeine. For antiinflammatory 
action, ZACTIRIN contains acetylsaliéylic acid. 


Totally; ZACTIRIN has an analgesic and antiinflammatory 
effectiveness comparable to that of codeine plus : 
acetylsalicylic acid. ZACTIRUN has 4 high degree 

of toleration. It is free of codeine’s side-effects, free of 


addiction jiability, free of appreciable drug tolerance. 


for moderate to moderately severe 


*Trademark 


® 
Phitadeiphia 1, Pa. 


musculoskeletal pain 


me Low-back pain 


of bursitis, synovitis, and 
the effectiveness 0 ‘related conditions 


codeine Minor traumatic pain 
acetylsalicylic = ~ Subacute postoperative pain 


acid Postpartum abdominal or 
perineal pain 


Supplied: Distinctive, 2-layer yellow-and-green tablets, botties of 48. Eath tablet. conteins 
75 nig: of ethoheptazine citrate and 325 mg, (5 grains) of acetylsalicylic acid. 


Comprehensive literature available on request 


ie 
: 
‘ 
: 
‘ 


clinically tested... 


by more than 700 physicians in over 4900 cases of 
overweight in selected University Hospitals and 
Clinics as well as in private practice.” 


not a CNS stimulant... 


unlike d-amphetamine, LEVONOR is not a central 
nervous system stimulant, but is an anorexigenic 
specific that does not cause “jitters,” tenseness, or 
nervousness. Can be given after dinner... 

AT 8 P.M. OR LATER... to allay night-time hunger 
without disturbing sleep.* 


safe... 


“5 times safer (LpD/50) than d-amphetamine’... 
strikingly free of side-effects. 


effective... 


produces an average weight loss of 2-21 lbs. 
per week. 


suggested dosage schedule ..... 


clinicians have found LEVONOR particularly well 
suited to a dosage schedule of one tablet three times 
a day...at 11 a.m., 4 p.m., and 8 p.m. Some patients, 
especially those who have previously been treated 
with d-amphetamine, may require a temporary 
initial dosage of two tablets three times a day. 
LEVONOR offers the lattitude necessary to adjust 
dosage to the needs of individual patients. 


available... 


in bottles of 100 tablets, each tablet containing 
5 mg. of 1-phenyl-2-aminopropane alginate. 


1. Se. Exhibit, A.M.A. Meeting, Dec. 2-6, 1957. 
2. Se. Exhibit, Mich. State Med. Meeting, Sept. 25-27, 1957. 
3. Gadek, R. J.: Report 912:1957. 

4. Sc. Exhibit, N. Y. State Med. Meeting, Feb. 18-21, 1957. 


NORDMARK Pharmaceutical Laboratories, Irvington, N. J. 
7Patent Pending *Trademark 
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in every 
arthritic state 


Consistent Gains in Functional Capacity 
Can Be Achieved with Conservative Therapy 


The unemployable arthritic once again 
may undertake full employment and 
normal recreation. Patients once confined 
to the home or wheel chair often find it 
possible to engage in light work. And even 
bedridden patients can walk with comfort 


again. These are the benefits of conservative 
therapy as demonstrated in long-term 
studies.'?* In fact, in these four-year 
comparative studies of salicylate and 
cortisone, the corticoid showed no 
superiority over conservative therapy. 


Superior Conservative Therapy Provided by Buffered Pabirin 


Buffered Pabirin epitomizes modern, 
conservative therapy without the serious 
complications of corticoid therapy. Adrenal 
atrophy, peptic ulcers, moon-face, hyper- 
tension or psychotic reactions, a constant 
risk whenever corticoids are used,*’ will 


not occur with Buffered Pabirin. Month 
after month, Buffered Pabirin can be 
administered with a minimum of problems 
to patient and physician,and without the 
side effects common to the use of 
salicylates alone. 
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Buffered Pabirin combines new form and formulation 
for faster pain relief, improved gastric tolerance 


Each tablet of Buffered Pabirin consists of an outer 
layer containing a buffer (aluminum hydroxide), para- 
aminobenzoic acid and ascorbic acid; an inner core of 
aspirin. The outer layer quickly releases aluminum 
hydroxide which affords superior buffering action and 
protects against gastric irritation. The core of Buffered 
Pabirin then disintegrates rapidly, permitting fast 
absorption of acetylsalicylic acid. PABA potentiates the 

acetylsalicylic acid and creates high salicylate blood 
> es levels. Ascorbic acid counteracts vitamin C depletion. 


The new form and formulation of Buffered Pabirin 
provides high and sustained salicylate blood levels. It 
may be administered over long periods of time without 
the nausea, dyspepsia or other gastrointestinal symp- 
toms so frequently experienced with salicylates alone. 


in osteoarthritis, gouty arthritis, rheumatoid arthritis, 
bursitis, fibrositis, or tendinitis 


Buffered PaDITIN 


Each tablet contains: 

Acetylsalicylic acid (5 gr.).......... 300 mg. 
Para-aminobenzoic acid (5 gr.)...... 300 mg. 
Dried aluminum hydroxide gel. ..... 100 mg. 


All Buffered Pabirin is sodium and potassium free 
Dosage: Two or three tablets 3—4 times daily. 


References: 1. Report of Joint Committee, Medical Research 
Council & Nuffield Foundation, Treatment of Rheumatoid Arthritis, 
British Medical Journal (May 29) 1223-1227, 1954. 2. ibid. (April 13) 
847-850, 1957. 3. Hart, D.; Bagnall, A. W.; Bunim, J. J., and 
Polley, F. H.: Ninth International Congress on Rheumatic Diseases, 
Toronto, Ont. (June 25) 1957. 4. Lewis, L., ef al.: Ann. Int. Med. 
39:116, 1953. 5. Demartini, F., et al.: J.A.M.A. 158:1505, 1955, 
6. Segaloff, A.: Ann. Allergy 12:565, 1954. 7. Kern, R. A.: Am. J. 
M. Sc. 233:430, 1957. 


Photographs show 2-stage Tandem 
Release disintegration 


SMITH-DORSEY : a division of The Wander Company * Lincoln, Nebraska 


Vor. 57, JAN. 1958 13 


Be 
\ 
2 
: 
5 


Y 


Significant t Robins 1 research discovery: 


A NEW SKELETAL 
MUSCLE RELAXANT 


ROBAXIN — synthesized in the Robins Research Laboratories, and 
intensively studied for five years— introduces to the physician an 
entirely new agent for effective and well-tolerated skeletal muscle 
relaxation. ROBAXIN is an entirely new chemical formulation, with 
outstanding clinical properties: 


e Highly potent and long acting.** 
e Relatively free of adverse side effects.'”***” 


e Does not reduce normal muscle strength or reflex activity 
in ordinary dosage.’ 


e Beneficial in 94.4% of cases with acute back pain 
due to muscle spasm.'***” 


CLINICAL RESUL 


DISEASE ENTITY 


Acute back pain due fo 


(a) Muscle spasm secondary 
to sprain 


(b) Muscle spasm due to 
trauma 


(c) Muscle spasm due to 
nerve irritation 


(d) Muscle spasm seconday 
to discogenic disease 
and postoperative 
orthopedic procedures 


Miscellaneous (bursitis, 
torticollis, etc.) 


TOTAL 
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(Methocarbamol Robins, U.S. Pat. No. 2770649) 


Highly specific action Beneficial in 94.4% of cases tested 
iscle Rogpaxin is highly specific in its action on the When tested in 72 patients with acute back 
vith internuncial neurons of the spinal cord — with pain involving muscle spasm, ROBAXIN in- 


inherently sustained repression of multisyn- duced marked relief in 59, moderate relief in 
aptic reflexes, but with no demonstrable effect 6, and slight relief in 3 — or an over-all bene- 
on monosynaptic reflexes. It thus is useful in ficial effect in 94.4%.1:34%7 No side effects 
the control of skeletal muscle spasm, tremor and occurred in 64 of the patients, and only slight 
other manifestations of hyperactivity, as well side effects in 8. In studies of 129 patients, 
as the pain incident to spasm, without impair- moderate or negligible side effects occurred 


ing strength or normal neuromuscular function. in only 6.2%,1:?»3.4,6.7 


L RESULWITH ROBAXIN IN ACUTE BACK PAIN'.3.4.¢.7 


0 DURATION 
OF DOSE PER DAY (divided) SIDE EFFECTS 
2-42 days 3-6 Gm. 17 1 © | O | None, 16 
Dizziness, 1 
Slight nausea, 1 
1-42 days 2-6 Gm. 8 1 3 1 None, 12 
Nervousness, 1 
5 | 4-240 days 2.25-6 Gm. 411] 0 | | None,5 
disecse | 2-28 days 1.5-9 Gm. 24 13 | 0 | 3 | None, 25 
rative 
rocedures ness, 2 
Nausea, 2 * 
6 | 3-60 days 4-8 Gm. 6 | o | | None,6 
*Relieved on 
59 6 3 4 of dese 


en. Pens 1. Carpenter, E. B.: Publication pending. 2. Carter, 
C. H.: Personal communicaticn. 3. Forsyth, H. F.: Publication 

4. Freund, J.: Personal communication. 5. Morgan, 
A. M., Truitt, E. B., dr., ont M.: American Pharm. Assn. 
46:374, 1957. 6. Nachman, H . M.: Personal communication. 
7. D.: Publication 8. E. B., Jr., and 
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Indications — Acute back pain associ- 
ated with: (a) muscle spasm secondary to 
sprain; (b) muscle spasm due to trauma; 
(c) muscle spasm due to nerve irritation; 
(d) muscle spasm secondary to discogenic 
disease and postoperative orthopedic 
procedures; and miscellaneous conditions, 
such as bursitis, fibrositis, torticollis, etc. 
Dosage — Adults: Two tablets 4 times 
daily to 3 tablets every 4 hours. Total daily 
dosage: 4 to 9 Gm. in divided doses. 


Precautions — There are no specific con- 
traindications to Robaxin and untoward 
reactions are not to be anticipated. Minor 
side effects such as lightheadedness, dizzi- 
ness, nausea may occur rarely in patients 
with unusual sensitivity to drugs, but dis- 
appear on reduction of dosage. When ther- 
apy is prolonged routine white blood cell 
counts should be made since some decrease 
was noted in 3 patients out of a group of 
72 who had received the drug for periods 
of 30 days or longer. 


Supply — Robaxin Tablets, 0.5 Gm., in 


bottles of 50. 


A. H. ROBINS CO., INC., Richmond 20, Va. 
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RKoromex 


VAGINAL JELLY 


when the ‘jelly-alone’ method 
advised, NEW Koromex: 


the outstandingly competent 
spermatocidic agent... 
ig now available 


to physicians. 


RELIABLE 


STABLE 


ACCEPTABLE - 


AVAILABILITY, ANOTHER H-R “FIRST”. . . ius 


Large tube of Koromex@ vaginal jelly, 125 grams, with 4 Ss 
patented measured dose applicator, is supplied in a 2 ACTIVE INGREDIENTS: 
IN A SPECIAL BARRIER TYPE BASE 


washable, appealingly feminine zippered kit, at no extra 


charge, for home storage. 2.0% 
The 125. gram tube of Koromex@ may also be bought 
separately at any time. Factual literature sent upon request. 
HOLLAND-RANTOS CO., INC. e 145 HUDSON STREET, NEW YORK 13, N. Yo 
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SALICYLATE 


(Brand of carbazochrome salicylate) 


As one clinician states: “Blood loss 
may be hidden temporarily after closure 
of the thoracic or abdominal cavities, 
even though drains are in place. Ob- 
struction to outflow through these drains 
can occur, and bleeding is not apparent. 

“There are certain clinical situations 
in which prolonged and profound ooz- 
ing of blood may occur.” 

Published reports?-* over the last five 


years emphasize the value of Adrenosem 
preoperatively—to control oozing and 
bleeding and provide a clearer opera- 
tive field. 

Adrenosem does not affect blood pres- 
sure, cardiac rate or output, blood clot- 
ting mechanism, massive hemorrhage, 
or arterial bleeding.’ 


Supplied in ampuls, 
tablets and as a syrup. 


“U.S. Pat. 2581850, 250629 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE * NEW YORK 


KANSAS CITY * SAN FRANCISCO 
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operative Period, J.A.M.A. 7:795 (Oct. 19, 1957) Control Postoperative Bleeding in Plastic Surgery: 
[This reference reviews postoperative hazards, Dermabrasion, Northwest Medicine. In Press. 
and does not refer to Adrenosem Salicylate} 5. Wilkins, B.D.: Gastrointestinal Bleeding as Seen by 
2. Ersner, M.S., and Lerner, S.S.: M. Clin. North the Proctologist, J.A.M.A. 163:1214 (April 6, 1957) 
America 40:1749 (Nov., 1956) 6. Orzac, E.: Medical Care of the Child Patient Before 
3. Peele, J.C.: Further Observations on the Use of and After Adenoidectomy and Tonsillectomy, N.Y. 
Adrenosem Salicylate in the Control of Hemorrhage State J. Med. 55:886 (Mar., 1956) ~ 
from the Nose and Throat, N. Carolina M.J. 17:98 7. N.N.R., 1957, p. 265 oa 
(March, 1956) sl 


SALICYLATE 


has been especially effective when used preoperatively ge 


The photographs below are of two typical cases in 200 dermabrasion ligt a 
procedures‘ over a period of two years. 
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Case #1 Right cheek, after treatment with 
Adrenosem 


Case #2 Left cheek untreated Case #2 Right cheek, after treatment with 


Adrenosem 


Write for literature describing the action ana uses of Adrenosem Salicylate 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE © NEW YORK + KANSAS CITY + SAN FRANCISCO 


1. Dripps, R.D.: Hazards of the Immediate Post- 4. Brown, W.S.: The Use of Adrenosem Salicylate to 
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RIASOL 


FIRST CHOICE 


PSORIASIS 


RIASOL* heads the list of medications pre- 
scribed exclusively for psoriasis. This preference 
is based on the experience of thousands of physi- 
cians all over the nation. 


RIASOL produces these results in the treat- 
ment of psoriasis: 


1. Prompt relief of itching. 
2. Disappearance of scales. 
3. Fading of red patches. 


4. Minimum recurrences. 


COMPOSITION: Mercury 0.45% chemically 
combined with soaps, phenol 0.5% and cresol 
0.75% in a washable, non-staining, odorless ve- 


hicle. 


DIRECTIONS: To be applied daily after a 
mild soap bath and thorough drying. A thin, in- 
visible, economical film suffices. No bandages 
needed. After one week, adjust to patient’s prog- 
ress. 


AVAILABILITY: Supplied in 4 and 8 fld. oz. 
bottles, at pharmacies or direct. Ethically pro- 
moted. 


*T. M. Reg. U. S. Pat. Off. 


Before Use of Riasol 


After Use of Riasol 


Test RIASOL Yourself 


May we send you professional literature and generous 
clinical package of RIASOL. No obligation. 


WRITE 


SHIELD LABORATORIES 


Dept. JAOA-158 


12850 Mansfield Avenue Detroit 27, Michigan 
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Nutritional supplementation may not be nec- 
essary for those who come to you for school 
certificates or ingrown toenails. But the great 
majority — about 75% —of all patients need 
your help in meeting the increased metabolic 
demands of illness. Give them viterra, the 
comprehensive supplement of vitamins and 
minerals. See how much better they will do. 
*average of patients and indications seen in general 


Practice. Source: independent research organization; 
name on request. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 


MAY DO BETTER 


YOU ADD 


VITERRA 


Each VITERRA capsule contains: 


Vitamins 

Vitamin A (Palmitate) ...........+-. 5,000 U.S.P. Units 
Vitamin D (Irradiated Ergosterol) 500 U.S.P. Units 
Thiamin Hydrochloride U.S.P. ......ceeeeeeeeee 3 mg. 
Pyridoxine Hydrochloride. U. ‘Ss. P. 0.5 mg. 


Vitamin E (from mixed tocopherols concentrate) .3.7 I. v. 
Minerals 


Calcium (from Dicaicium Phosphate) ........ 213 mg. 
Cobalt (from Cobaitous Sulfate) ............. 0.1 mg. 
Cepper (from Cupric Sulfate) ............... 

lodine (from Potassium lodide) 

Iron (from Ferrous Sulfate) 
Manganese (from Manganous Sulfate) ........ 1 mg. 
Magnesium (from Magnesium Sulfate) ....... 6 mg. 
Molybdenum (from Sodium Molybdate) ...... 0.2 mg. 
Phosphorus (from Dicalcium Phosphate) ..... 165 mg. 
Potassium (from Potassium Sulfate) ......... 5 mg. 


Dosage: usually one capsule daily. 


Also available as VITERRA TASTITABS® (ideal for chil- 
dren) and VITERRA THERAPEUTIC (for high potencies). 


Journat A.O.A. 


| | OF THOSE 107 PATIENTS YOU'LL SEE THIS WEEK’... 

Thal 


Choledyl, 400 mg. q.i.d., relieved associated bronchospasm 


D 1 ag NOsI1s —emphysema, chronic bronchitis and 
atelectasis. Now, to prevent the crisis episode in 

emphysema, prescribe Choledyl. Choledyl, the easily absorbed 
oral xanthine, relieves bronchospasm, prevents acute 

asthma attacks, stimulates the respiratory center, helps relieve 
interstitial edema . . . with less gastric irritation than 

with oral aminophylline. Nepera Laboratories, Morris Plains, N. J. 


CHOLEDYL 


to prevent the crisis episode in emphysema 


Vow. 57, Jan. 1958 
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CAMP HYPEREXTENSION BRACE 


positive control with minimum patient discomfort 


A Camp spinal brace for positive hyperextension 
in cases of compression fractures, osteoporosis 
with kyphosis, spinal arthritis, adolescent 
epiphysitis and osteochondritis. Completely 
rotating pads at sternal and pubic regions elimi- 
nate pressure edges and minimize patient dis- 
comfort. In many cases the Camp hyperexten- 
sion brace eliminates necessity for body casts and 


is definitely indicated in older patients where it 
is desirable to eliminate the heavy weight of 
plaster casts and their constricting effect on the 
abdomen and chest. Telescoping frames allow 
easy adjustment to the most exacting prescrip- 
tions. Camp trained fitters are ready to assist in 
immediate application. 


S. H. CAMP and COMPANY 


Jackson, Michigan 


Journat A.O.A. 
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TYLENOL® Acetaminophen, a superior amalgeste for painful miseuloskeletal disorders. 


FLEXILON provides well-tolerated and effective 
rélief of painful muscle spasm asso ciated with low 
back syndrome, sprains, strains, fibrosttis: and 
many common rheumatic conditions. 
supplied: Tablets, enteric coated, orange, bottles of 50. 

‘ach tablet contains: FPLextn Zoxazclamine 125 mg.; and 
TYLENOL Acetamino 300 mg. 


(1) Smith, Ts Rron, K. Pe W. and Herméinn, 
(Mar. 3) 1956, (2) 3 Settel, Am. Pract. & Digest 


véferences? 
180:7 
‘Treat, 4:448 (Marek). 1957, (3) Batt 
Federation Proc. 147016 (March) 1955. 


S7RACE MARE 


Pigs. PATEWT PENDING 


war 


scle relaxation uS amaigesl 
+ tablished skeletal le Yelaxant,’* and. 
eom LEXD “Oxazoiamin: elinica y ished skeletal muscie relaxant, | 
| 
| 
MCNEIL LABORATORIES, INC PHILADELPHIA $2, PA. 
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when a patient comes to you for help in weight reduction 


if she is also tense, anxious, irritable 


No. IT and No. 2 


if she is also listless, lethargic, tired 


S$ mg., 10 mg. and 15 mg. 


Smith Kline & French Laboratories, Philadelphia 


first X in sustained release oral medication 


*T.M. Reg. U.S. Pat. Off. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. © 
tT.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 


daylong control of appetite with only one oral dose in the morning 


Journat A.O.A. 
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Brand of ome HCI 


Relieves Spasm, dec as and Depression too 
Patients with muscle spasm of the usual types 


IN PARKINSONISM demand relief first. Disipal fills this need. In 
Highly selective action...energizing sprains strains, fibrositis, noninflammatory 
against weakness, fatigue, adynamia 
and akinesia...potent against sialor- arthritic states and other musculoskeletal dis- 
thea, diaphoresis, oculogyria and orders, Disipal not only relieves the spasm, 
blepharospasm...lessens rigidity and but alleviates the depression which so often 


tremor...alleviates depression...safe 
...even in glaucoma. 


accompanies pain of any type. 
Dosage: 1 tablet (50 mg.) t.id. 


“Trademark of Brocades-Stheeman & Pharmacia. 
U. S. Patent No. 2,567,351. Other patents pending. 
\ Riker 
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What t4- sensible Breakfast 


Quaker Oats and Mother’s Oats, the two 
brands of oatmeal offered by The Quaker 
Oats Company, are identical. Both brands 
are available in the Quick (cooks in one 
minute) and the Old-Fashioned varieties 
which are of equal nutrient value. 


NUTRIENT CONTENT OF THE OATMEAL BREAKFAST SERVING 


(% cup cooked oatmeal, 4 ounces skim milk, and 1 level teaspoon sugar) 
Approximately 170 calories 


IN the diet planned to reduce obesity it appears 
especially important that the total allowed calorie 
intake be well distributed over the day’s customary 
three meals. A ratio of approximately 25% of the 
day’s calories at breakfast, 35% at luncheon, and 
40% at dinner has found wide acceptance. 


Thus a sensible reducing regimen begins with a 
sensible breakfast—one which contributes a rea- 
sonable share of the day’s total requirement of all 
essential nutrients, provides approximately one- 
fourth of the day’s calories, and prevents undue 
hunger and helps maintain acuity during the morn- 
ing hours. 


A bowl of steaming oatmeal (34 cup cooked oat- 
meal, 4 ounces skim milk, and 1 level teaspoon 
sugar) fits well into such a breakfast, whether the 
total calorie allowance be 1000, 1200, or 1600 
calories per day. 


0.23 mg. 
0.27 mg. 


A 300 calorie breakfast of 4 ounces of orange juice, the serving of oatmeal, a slice of lightly buttered toast, 
and coffee or tea (with artificial sweetener, if desired) is a sensible, satisfying, and nutritious morning 


meal in the reducing regimen. 


24 


167 mg. 


The Quaker Oats Ompany 


CHICAGO 


Journat A.O.A. 


NEW. | intranasal synergism 


TRADEMARK 


Biosynephrin 


Convenient plastic, 
unbreakable squeeze bottle. 
Leakproof, delivers 

a fine mist. 


4 


DECONGESTIVE ( 
Neo-Synephrine® HCl 0.5% 
ANTI-INFLAMMATORY =. 
Hydrocortisone 0.02% 
ANTI-ALLERGIC 
Thenfadil® HCl 0.05% 
ANTIBACTERIAL 
Neomycin (sulfate) 
1 mg./ce. 3 
(equivalent to 
0.6 mg. neomycin Es 
base /cc.) 
Polymyxin B POTENTIATED ACTION for 
(as sulfate) better clinical results 


3000 u/ce. 


LABORATORIES 
NEW YORK 18, N. Y. 


Neo-Synephrine (brand of 
phenylephrine) and Thenfadil 
(brand of thenyldiamine), 
trademarks reg. U.S. Pat. Off. 


Vox. 57, JAN. 1958 
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An orally administered decongestant has much better 
distribution to the mucous membranes of the respiratory 
tract than nasal sprays, drops and inhalants. “This affords 
opportunity for shrinkage in areas that could not be 
approached by sprays, drops or actual topical applications.” 


MORRISON, L. F.: ARCH. OTOLARYNG. 69:48-53 (JAN.) 1954. 


The |Fig@Minic form and formulation, described in detad on the 


congestion orally 


following pages, have proved remarkably effective as an oral decongestant. 


Journat A.O.A, 


In the common cold, nasal allergies, sinusitis, and 
postnasal drip, one timed-release Triaminic tablet 
brings welcome relief of symptoms in minutes. 
Running noses stop running, clogged noses open— 
and stay open for 6 to 8 hours.-The patient can 
breathe again. 


With topical decongestants, “unfortunately, the 
period of decongestion is often followed by a phase 
of secondary reaction during which the congestion 
may be equal to, if not greater than, the original 
condition... .”’* The patient then must reapply the 
medication and the vicious cycle is repeated result- 
ing in local overtreatment, pathological changes in 
nasal mucosa, and frequently “nose drop addiction.” 


Triaminic does not cause secondary congestion, 
eliminates local overtreatment and consequent 
nasal pathology. 

*Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 
Each double-dose “timed-release” tablet contains: 

for effective 
decongestant action 
two antihistamines 
to combat allergic 
symptoms without 
drowsiness 


Dosage: 1 tablet in the morning, afternoon, and in the 
evening if needed. 


Phenylpropanolamine 
hydrochloride ..... 50 mg. 


Pyrilamine maleate. .25 mg. 


Pheniramine maleate.25 mg. 


congestion orally 


relief for hours 


Each double-dose ‘‘timed-release’’ 
tablet keeps nasal passages clear 
for 6 to 8 hours—provides “‘around- 
the-clock’’ freedom from congestion 
on just three tablets a day 


first —the outer layer dissolves 
within minutes to produce 
3 to 4 hours of relief 


then —the inner core 
disintegrates to give 3 to 4 
more hours of relief 


Also available: Triaminic Syrup, for children and those 
adults who prefer a liquid medication. 


running noses Gi... é&, and open stuffed noses orally 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska e Peterborough, Canade 
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plus control cough spasm 


> decongestant 


expectorant 


> anti-allergic 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska e Peterborough, Canada 


Triaminicol is more than a cough syrup. First, because 
it contains Triaminic, it decongests nasal passages, 
and exerts its action on all mucous membranes of the 
respiratory tract—working at the source of cough. 
Then, Triaminicol provides Dormethan, non-narcotic 
antitussive that acts directly on the cough reflex. 


Fully as effective as codeine, Dormethan is less likely 
to produce drowsiness or nausea. Its classic expecto- 
rant component, ammonium chloride, is well known for 
its ability to liquefy mucus and aid in the expulsion of 
exudates from the lungs and trachea. 


Each 5 ml. teaspoonful provides: 
Phenylpropanolamine hydrochloride . .12.5 mg. 


Pheniramine maleate ............... 6.25 mg. 
Ammonium chloride ................ 90.0 mg 


in a delicious, fruit-flavored, non-alcoholic vehicle. 

*brand of dextromethorphan hydrobromide 

coer Adults—2 teaspoonfuls 3 or 4 times 
aily. 

Children 6 to 12 years—1 teaspoonful 3 or 4 

times daily. 

Under 6 years—dosage in proportion. 


Non-narcotic antitussive 


JournaL A.O.A, 


Congestion orally 


with one tablet 


Tussaminic is non-narcotic—the patient Tussaminic ‘‘timed-release’’ tablets 
simply swallows one timed-release “double- 


dose” tablet before breakfast to work provide prolonged cough relief. Each 


cough-free all day. Another tablet before tablet contains two full doses of long- 
dinner lets him relax cough-free all evening. 


A final tablet at bedtime lets him sleep lasting antitussive, expectorant, anti- 


cough-free all night. Thus, cough relief is . 
measured in hours, not minutes. allergic and decongestant components. 


Tussaminic is not only valuable for the 
patient with a coughing cold, but also for 
the habitual morning hacker. And due to its pe 
Triaminic component, associated bronchial 3 to 4 hours of relief 
and nasal congestion frequently clears. 


Each “double-dose” tablet contains: 
Phenylpropanolamine hydrochloride... 50 mg. 


Pheniramine 25 mg. 

*brand of dextromethorphan hydrobromide therrthe inner core 
Dosage: 1 Tussaminic tablet before breakfast, Pe or ome 


dinner and at bedtime. 


Non-narcotic antitussive decongestant 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska e Peterborough, Canada 
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Congestion and associated discomforts of the common cold 
can now be treated orally with a single preparation — 
Triaminicin. Containing effective amounts of Triaminic for 
rapid clearing of the bronchial and nasal passages, 
Triaminicin also provides aspirin, phenacetin and caffeine 
to control headaches and fever. Triaminicin Tablets are 
buffered. 
In addition, Triaminicin contains vitamin C to help raise 
resistance!2.3 to wintertime respiratory conditions. 
1. Macleod, G., and Sherman, H. C., in Handbook of Nutrition, ed. 2, New York, The 
Blakiston Company, 1951, p. 254 


2. Brody, H. D.: J. Am. Dietet. A. ‘29 :588, 
3. Franz, W L., and Heyl, H. L.: AMAL *ree 1224, 1956. 


Each buffered Triaminicin 
Tablet contains: 


Phenylpropanolamine 

hydrochloride ......... 25 mg. 
Pyrilamine maleate ....... 12.5 mg. 
Pheniramine maleate ..... 12.5 mg. 
Aspirin ...... (3% gr.)... 225 mg. 
Phenacetin ... (2% gr.)... 150 mg. 
(% gr.)... 30mg. 
50 mg. 
Aluminum hydroxide 


Dosage: 1 tablet every 3 to 4 hours. 


NEW Tri dm | nl C In tablets 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska « Peterborough, Canada 


JourNAL A.O.A, 


control pain and fever 


With one unique preparation, you can now provide dramatic 
relief from respiratory congestion, and at the same time pro- 
tect the patient from secondary bacterial infection. Through 
the action of Triaminic, its oral decongestant component, 
nasal patency is often effected within minutes of the first 
dose; breathing is easy again. 


When bacterial invasion threatens, Trisulfaminic offers the 
wide-spectrum protection of triple sulfas. It is particularly 
valuable for the “almost well’ patient recovering fromi en- 
demic or epidemic infleunza, and the patient prone to “linger- 
ing” or recurrent colds. And in purulent rhinitis, sinusitis 
and tonsillitis, Trisulfaminic offers a more realistic approach 
to the total treatment of the patient. 


Each tablet or 5 ml. tsp. contains: 

(Phenylpropanolamine 
hydrochloride 12.5 mg., 
Pyrilamine maleate 6.25 mg., 
Pheniramine maleate 6.25 mg.) 

Trisulfapyrimidines U.s.P....,0.5 Gm. 


Dosage: Adults—2 to 4 tablets* 
initially, followed by 2 tablets 
every 4 to 6 hours until the patient 
has been afebrile for 3 days. 
Children—8 to 12 years— 2 tab- 
lets initially followed by 1 tablet 
every 6 hours. Younger children 
in proportion. 

*Each 5 ml. tsp. of Suspension 

equals 1 tablet. 


tablets and 
suspension 


TRIAMINIC® WITH TRIPLE SULFAS 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska e Peterborough, Canada 
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Simplified Oral Treatment 
of Menstrual Irregularities 


anhydrohydroxyprogesterone 10.00 mg. t per 
primed by ethinyl estradiol 0.01 mg. tablet 


Dysfunctional uterine bleeding 
Secondary amenorrhea 


Given by mouth for five days, DUOSTERONE” 
tablets simulate the hormonal requirement of 
the secretory phase of the menstrual cycle. 
Normal menstrual function thus may be safely 
and conveniently restored with twin-hormone 
action of DUOSTERONE: oral progesterone 
primed with ethinyl estradiol. Normal menses 
may be set off by DUOSTERONE, much as 
touching the pendulum starts a wound clock. 
According to the concept of Holmstrom', 
DUOSTERONE therapy may initiate an endocrine 
chain-reaction resulting in spontaneous 
ovulatory cycles. 


Other indications: Habitual or threatened 
abortion and functional sterility have also 
responded to DUOSTERONE therapy. 


Supplied: DUOSTERONE tablets in bottles of 25 
and 100, on prescription only. 


1. Amer. J. Obst. & Gynec., 68:1321, 1954. 


Write for: 


Medication Time Calendar 
and clinical supplies 
of DUOSTERONE 


—{ Roussel }— ROUSSEL CORPORATION « 155 East 44th St., New York 17, N.Y. 


Journat A.O.A. 
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NOLUDAR*® Roche 


methyprylon 


e At bedtime or for pre-dawn insomnia 

e Non-barbiturate, relatively 
non-habit forming 

¢ No morning mental haze — 
a ringing telephone or alarm clock 
easily rouses the patient 
at any time during sleep. 

e Broad safety margin 

¢ The physician's personal hypnotic — 
Noludar is advantageous when it is 
necessary to answer the telephone 
or go on a call at night. 


DOSAGE: 


two 200 mg tablets gently but firmly 

put the confirmed insomniac to sleep. 
one 200 mg tablet lulls the geriatric 

or pediatric patient to sleep. 
one 50 mg t.i.d. provides 

daytime sedation without drowsiness. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc 
Nutley 10, New Jersey 


Roche — Reg. U.S. Pat. Off. 
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when anxiety and tension “erupts” in the G. I. tract.., 


DUODENAL ULCER 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of duodenal ulcer — without fear of barbiturate loginess, hangover or 


habituation . 


. .with PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 


and high effectivences i in the treatment of many G.I. disorders. 


Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. 


Supplied: Bottles of 100, 1,000. 


"Trad ®@ Roo} 


d Trad rk for Tridihexethyl lodide Lederle 


t Lecterte ) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


NEW 6th EDITION 


Partipilo—Surgical Technique 
And Principles of Operative Surgery 


By A. V. PARTIPILO, M.D., F.A.CS. 


Clinical Professor of Surgery, The Stritch School of Medicine of Loyola 
University; Senior Attending Surgeon, Columbus and St. Mary’s 
Hospitals, Chicago, Illinois 


With 18 Contributors! Here are the detailed surgi- 
cal techniques of virtually every operative procedure 
you may have occasion to use, whether it be in 
general or specialized surgery. The book abounds 
with original, step-by-step drawings that carry 
legends so clear and precise that nothing short of 
actual attendance in the operating room amphi- 
theatre itself can give you such lucid word and 
picture guidance. 


This new 6th edition contains new chapters on 
anesthesia, preoperative medication, the physical 
basis of radioactive isotopes, salivary glands, surgery 
of the breast, of the adrenal glands, of the neck, 
of varicose veins, of the chest, of the heart, etc. In 
addition to the technique, there are sound consid- 
erations of pre- and postoperative care, indications, 
surgical risks, and physiological and pathological 
factors. 


New 6th Edition. 966 Pages, 7” x10”. 1235 Illus. on 719 Figures, 4 in Color. $20.00 


Washington Square 


Vou. 57, Jan. 1958 
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“Safe and effective mainte- 
nance therapy with digitalis 
glycosides had been a problem 
at our institution until we used 
gitalin [GITALIGIN]...”* 


e Safest—the only cardioactive 


glycoside whose therapeutic dose 
VISUAL HEART CLINIC — ONE OF A SERIES is 14 tts toxte dose. 
ARTERIOSCLEROTIC HEART DISEASE 
ROENTGEN CONFIGURATION * Moderate rate of elimination. 
Postero-anterior position 
Moderate left ventricular enlargement ‘ 
with prominence and calcification of ¢ Short latent period. 


aertic knob. 
Taken from White Laboratories’ Technical Exhibit, e Uniform clinical potency. 


American Medical Association, 105th Annual Meeting, 
Chicago, June 11-15, 1956. 


Patients now on other cardiotonics may be 
easily maintained on Gitaligin: 0.5 mg. of 
Gitaligin is approximately equivalent to 
0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 
0.5 mg. digoxin. 


GITALIGIN TABLETS — Bottles of 30, 100 and 1000. 


GITALIGIN DROPS— 30 cc. bottles with dropper 
calibrated for 0.05, 0.1, 0.2, 0.3, 0.4 and 0.5 mg. 


now available 


> GITALIGIN INJECTION—5 cc. ampuls contain- 
: ing 2.5 mg. (0.5 mg. per cc.) of Gitaligin. 
: Packages of 3 and 12 ampuls. 


*HARRIS, R.. AND DEL GIACCO R.R.: AM HEART J. (AUG.) 1956, BIBLI- 
OGRAPHY ON REQUEST 


(WHITE'S BRAND OF AMORPHOUS GITALIN) 


White Laboratories, Inc. + Kenilworth, New Jersey 


Journat A.O.A. 
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24-hour 


sulfa therapy 
single 


tablet 
“THE PHARMACOLOGICAL PROPERTIES OF SUL- 


FAMETHOXYPYRIDAZINE ARE VERY FAVORABLE 
FOR CLINICAL USE ...A SINGLE DAILY DOSE 
[1 TABLET] PRODUCED PLASMA AND URINE 
CONCENTRATIONS THAT WERE GENERALLY 
ACCEPTED AS ADEQUATE FOR ANTIMICROBIAL 
ACTIVITY.” 


36 Journat A.O.A. 


(sulfamethoxypyridazine, Parke-Davis) 


The new Parke-Davis product, MIDICEL, represents the fulfillment of a long quest in 
sulfonamide therapy —a long-acting antimicrobial agent that provides a sustained therapeutic 
effect with convenient low oral dosage. 


MIDICEL provides these long-sought advantages in sulfonamide therapy: 


1 tablet-a-day convenience'* — no complicated regimens—no forgotten or omitted doses—no 
middle-of-the-night medication. 


rapid effect’ — prompt absorption, good tissue diffusion—rapid therapeutic blood levels. 


prolonged action’* — therapeutic blood and urine concentrations sustained day and night on 
1 tablet a day. 


broad-range antibacterial activity exerts potent antibacterial action. Effective prolonged 
blood levels require only a fraction of the dosage usual for most other sulfonamides; especially 
valuable in urinary tract infections due to sulfonamide-sensitive organisms. 


greater safety’* —high solubility in acid urine, slow renal excretion, low acetylation and low 
dosage provide unusual freedom from crystalluria and other complications. 


References: (1) Jackson, G. G., & Grieble, H. G.: Ann. New York Acad. Sc. 69:493, 1957. (2) Jones, W. F, & Finland; 
M.: Ibid. 69:473, 1957. (3) Lepper, M. H.; Simon, A. J., & Marienfeld, C. J.: Ibid. 69:485, 1957. (4) Ross, S.: Ahrens; 
W. E., & Zaremba, E. A.: Ibid. 69:501, 1957. (5) Walker, W. F, & Hamburger, M.: Ibid. 69:509, 1957. 


Adult Dosage: Initial (first day) dosage: 2 tablets (1 Gm.) for mild or moderate infections, or 4 tablets (2 Gm.) for 
severe infections. Maintenance dosage: 1 tablet (0.5 Gm.) daily. 

Children’s Dosage: According to weight. See literature for details of dosage and administration. 

Packaging: 0.5 Gm. tablets, quarter-scored, bottles of 24 and 100. 


22588 
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in Digitalis ThersPy- 


Journat A.O.A. 


“If one digitalis agent were oe 
to be recommended for its 
adaptability the many and 
varied clinical contingencies» 
| we believe Digoxin would be 
the drug of choice.” oe 
Lown, and Levine, S. A.: Current Concepts 
Boston, Little, Brown & Company: 1954, p. 23, pat: 2+ 
38 


Her Life 


is Less Frenzied- 


—since the strained and tense feelings of rush, 
pressure, anxiety about her work have been 
eased with— 


Butiserpine: 


You prescribe a calmer outlook almost immediately when you 
prescribe Butiserpine. 

Smooth-acting Butisol Sodium® goes to work at once on the 
tension-relief job, reducing nervous anxiety, while reserpine in 
safer low dosage gradually builds up its tranquilizing effect. 
Each tablet or teaspoonful of elixir contains: 

BUTISOL SODIUM® Butabarbital Sodium, 15 mg. (14 gr.) 
and Reserpine 0.1 mg. 
Butiserpine 
e Tablets « Elixir e Prestabs* Butiserpine R-A (Repeat Action Tablets) 


*Trade Ma 


c., PHILAE ELPHIA 32, PA. 
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easier antipyretic/analgesic relief 


you help him recover more easily with 


Drops 
Syrup 


Tempra 


phen, Mead Joh 


First physician-controlied antipyretic/anaigesic in two liquid 
dosage forms ...on Rx only 


Wild-cherry-flavored Tempra Drops and mint-flavored Tempra 
Syrup are readily accepted, well tolerated. Mother appreciates 
that with Tempra there’s no fussing, no forcing. And you have 
better control of medication and dosage. 


Ask your Mead Johnson Representative for the new Tempra 
Brochure, or write to us, Evansville 21, Indiana. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE TES" 


\r 
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Now—- 
“A BACTERIOSTATIC BATH’* 


Controls Oropharyngeal Infections - 
and Relieves Discomfort Quickly 
Chewing ORABIOTIC releases a soothing flow of saliva laden with two locally 


potent and complementary antibiotics—neomycin and gramicidin—plus a 
topical analgesic, propesin, which is more effective than benzocaine. 


NON-SENSITIZING AND NON-IRRITATING. 


ORA 


NEW ANTIBIOTIC-ANALGESIC CHEWING TROCHES 


ORABIO | 


for topical treatment or prophylaxis 


For the relief of postoperative discomfort and the prevention of sec- 
ondary hemorrhage following tonsillectomy. Valuable also as a topical 
adjunct to systemic treatment of bacterial infections of the mouth 
and throat, 


EACH TROCHE CONTAINING: neomycin 3.5 mg., gramicidin 0.25 mg., 
and propesin 2.0 mg. 


IN PACKAGES OF 20. One troche chewed for 10-15 min. q. 4h. 


? WHITE LABORATORIES, INC., KENILWORTH, N. J. 


*Granberry, C., and Beatrous, W. P.: The Effect of an Antibiotic Chewing Troche 
on Post-Tonsillectomy Morbidity, E. E. N. T. Monthly (May) 1957. 


Voi. 57, JAN. 1958 
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SOFTENS THE STOOL AND STIMULATES PERISTALSIS 
DoRBANTYL assures gentle, reliable action, because it combines 


crystalline-pure DorBANE and pharmacologically inert dioctyl sodium 
sulfosuccinate in proportions proved optimal by clinical trial.* 


WELL TOLERATED 

The DorBanTYL formula assures optimal fecal softening and gentle 
peristalsis without griping or other adverse reaction. Well tolerated, 
noncumulative and nonhabituating, the DorBANTYL regimen may be 
tapered off or withdrawn easily. 


WIDELY USEFUL 

The DorBanTYL formula promptly re-establishes regularity following 
anorectal and colonic surgery, in gynecology and obstetrics, 

functional constipation, cathartic habituation, in constipation 

of the young and the elderly and in constipation due to prolonged 
illness, altered diet and drug therapy. DoRBANTYL is also 

valuable prior to surgery, radiology, fluoroscopy, sigmoidoscopy 

and other diagnostic procedures. 


supplied Dorpanty t Capsules— bottles of 30 and 250 orange and black 
capsules each containing Dorsanez, 25 mg. (Danthron), and dioctyl i 


sodium sulfosuccinate, 50 mg. : 


Donpanty Forte Capsules— bottles of 30, 100 and 250 orange and gray | 
capsules each equivalent to two regular Dorsantyt Capsules, 


Dorsantyt Suspension —bottle of 150 cc., each 5-cc. tsp., 
orange-pineapple flavored, contains Dorsane, 25 mg. (Danthron), and 


dioctyl sodium sulfosuccinate, 50 mg. 
*Marks, M. M.: Clin. Med. 4:151, 1957. 


AND FOR PERISTALTIC STIMULATION ALONE < | 


Tabl ecored, 15 mg. Danthron, and Dorsane Suspension, orange- 
flavored, 37.5 mg. per 5-cc. tsp. 
DORBANTYL AND ARE TRADEMARKS OF SCHENLABS PHARMACEUTICALS, INC. 


DORBANTYL FORMULA PATENT PENDING. 


(‘Schenfabs/ ScuenLass Inc New Youk 1,N. Y. 


(formerly Schenley Laboratories, Inc.) 
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Look out for the “little” strokes resulting from 
abnormal capillary fragility. Many cerebral 
accidents may be avoided if adequate amounts 
of capillary-protective factors — hesperidin 
complex and ascorbic acid — are provided.' 


Double vision coupled with complaints of 
transitory dizziness, paresthesia, or ataxia points 
to the possibility of a “little” stroke. 

Other indications may include physical weakness, 
mental confusion. Such symptoms usually 

pass quickly but are likely to recur.?* 


Early recognition can gain vital therapeutic time. 
Hesper-C provides hesperidin complex and 
vitamin C as synergistic support for capillary 
resistance and repair.‘ 


1. Gale, E. T., and Thewlis, M. W.: Geriatrics 8:80, 1953. 
2. Alvarez, W. C.: Geriatrics 10:555, 1955. 3. Conference 
on Cerebral Vascular Disease, American Heart Association, 
Princeton, N. J., January, 1957. 4. Martin, G. J. (Ed.): 
Hesperidin and Ascorbic Acid, New York, S. Karger, 1955. 


Hesper- 


Available: As capsules — and NEW Hesper-C Liquid for your geriatric patients. 


200 meg. 
hesperidin complex 
oO még. 
ascorbic acid 


Provides: 100 mg. hesperidin complex plus 100 mg. ascorbic acid per capsule or tea- 
spoonful (5 ml.) of syrup. 
R 6 capsules or teaspoonfuls daily, or more. No toxicity or untoward effects have ever 


been reported even with massive dosage. 


Products Se THE NATIONAL DRUG COMPANY 


of Original 
Resserch Philadelphia 44, Pa. mee 


Journat A.O.A. 
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Advantage of 


Menstrual Tamponage 
confirmed by 18-year study’ 


tests involving 5000 women indicate that... 


Jf Unmarried women can use vaginal tampons!:? 


of Tampons do not cause erosion of the 
cervix, vagina or labia! 


v4 Tampons do not irritate the vaginal mucosa’? 
Y Tampons do not block the menstrual flow" 
Tampons minimize menstrual odor’ 


Tampons are comfortable ...help the 
psychological attitude toward menstruation’? 


References: 

1. Karnaky, K. J.: Clin. Med. 3:545 

2. Dickinson, R. L.: Jl. A.M.A. 128:490 

3. Karnaky, K. J.: West. Jl. Surg., Ob., & Gyn., 51:150 
4. Thornton, M. J.: Am. Jl. Ob. & Gyn., 46:259 

5. Sackren, H. S.: Clin. Med., 46:327 


TAMPAX” 


for internal menstrual hygiene 


Three absorbencies to meet varying requirements: 
Tampax Super, Tampax Regular, Tampax Junior 
For professional samples and reprints, please write: 


Tampax Incorporated 


AOA-1-8 


: 
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there’s pain and 
inflammation here... 
it could be mild 
or severe, acute OF J 
chronic, primaryam 
secondary fibrositis — avers 


early rheumatoid 
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more potent and comprehensive treatment 
than salicylate alone 

_..assured anti-inflammatory effect of low- 
corticosteroid’ . . . additive antirheumatic action of 
corticosteroid plus salicylate?”* brings rapid pain 
relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 
drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 


... much less likelihood of treatment-interrupting 
side effects'* . . . reduces possibility of residual 
injury ... simple, flexible dosage schedule 


THERAPY SHOULD BE INDIVIDUALIZED 

acute conditions: Two or three tablets four times daily. After 
desired response is obtained, gradually reduce daily dosage 
and then discontinue. 


subacute or chronic conditions: Initially as above. When sat- 
control is obtained, gradually reduce the daily 

to mini effective maintenance level. For best 
rosie administer after meals and at bedtime. 


precautions: Because sicmacen contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use Of SIGMAGEN. 


in 
any 
case 
dt calls for 


corticoid-salicylate compound 


Composition 
METICORTEN® (prednisone) 0.75 mg. 
Acetylisalicylic acid ... 
Aluminum hydroxide .. 


Packaging: siGMaGEN Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A. 159:645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G., and Della: Santa,.L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5. Busse, E. A.: Clin. Med, 2:1105, 1955. 6. Sticker, 
R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956. 
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Since 1950...an outstanding record of 


continuing clinical success in the treat- 


ment of infectious diseases 


Year after year, Terramycin 
continues to hold its enviable 
reputation for reliable performance 
in the treatment of a wide variety 
of infections. In the ever-growing 
literature on its clinical success, 
Terramycin stands firmly on its 
record for broad-spectrum efficacy 
with safety. 


TERRAMYCIN 


BRAND OF OXYTETRACYCLINE 


clinical efficacy further confirmed 


AVAILABLE in a well-tolerated dosage 
form to cope with every need of 
broad-spectrum therapy: Capsules, 
tablets, taste-tempting liquid 
mixtures, special preparations for 
parenteral, topical and ophthalmic 
use, Terrabon® and Terrabon 
Pediatric Drops. 


1. Darke, C. S., and Knowelden, J.: Brit. 

M. J. 2:255 (Aug. 3)g1957. 2. Williams, S.: 
Antibiotics Annual 1996-1957, New York, Medical 
Encyclopedia, Inc., 19§7, p. 316. 3. Forbes, G. B., 
and Emerson, G. L. :§Pediatric Clinics of 
North America, Phil@lelphia, W. B. Saunders 


Co., 1957, p. 215. r 


1957 


1957 


In a controlled trial for a period of 
a year at seven centers, in patients 
with severe bronchiectasis, 
Terramycin was “. .. beneficial and 
was more effective than oral 
penicillin. ... A more pronounced 
effect in the [Terramycin] group 
was observed in the reduction of 
disability expressed by the number 
of days confined to bed... . The 
characteristic symptoms of 
bronchiectasis can be modified and 
the natural history of the disease 
influenced whilst [Terramycin] 
therapy is maintained.”? 


IN PERTUSSIS: “Continued 
satisfactory results have been 
maintained with [Terramycin].... 
The present routine management 
of these cases consists of a 10 day 
course of [Terramycin] ... and 
during the last six years, chiefly 
with the use of oxytetracycline, the 
mortality has been reduced... .”? 


Terramycin “... used with success’? 
in staphylococcal pneumonia and 
empyema. 


PFIZER LABORATORIES, Brooklyn 6, N. a 
Division; Chas. Pfizer & Co., Inc. 


ld leader in antibioti¢’ development and production | 
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fears 


4, 

LEADER 
IN RESEARCH AND 
DEVELOPMENT OF 
HOSPITAL SPECIA 


CACORE 1 CALIFORNIA 


Who else but PHARMASEAL gives you this assurance? 


The finest line of plastic tubes... 


priced for expendability 


PHARMASEAL LABORATORIES 
affiliate of DON BAXTER, INC. 


GLENDALE 1, CALIFORNIA 
PHARMASEAL® 


new 
“Flavor-timed”’ 

dual-action 
coronary vasodilator 


TRADEMARK 


ORAL 
for Sustained coronary vasodilation and . 


| protection against anginal attack 


SUBLINGUAL 


for Immediate relief from anginal pain 


DILCORON contains two highly efficient vasodilators 
in a unique core-and-jacket tablet. 
Glyceryl trinitrate (nitroglycerin)—0.4 mg. (1/150 grain) 
is in the outer jacket—held under the tongue until 
the citrus flavor disappears; provides 
rapid relief in acute or anticipated attack. 
The middle layer of the tablet is 
the citrus “flavor-timer.” 
rs i tetranitrate —15 mg. (1/4 grain) is in the 
inner core—swallowed for slow enteric 
absorption and lasting protection. 


For continuing prophylaxis patients may 
swallow the entire Dilcoron tablet. 


Average prophylactic dose: 1 tablet four times daily. 
Therapeutic dose: 1 tablet held under the tongue 


& until citrus flavor disappears, then swallowed. 

4 LABORATORIES 

NEW YORK 18, N.Y. 
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GREAT IDEAS IN MEDICINE 


SEMMELWEIS— DOCTORS! WASH YOUR HANDS 


by Frank G. Slaughter, M.D. 


“My doctrine is not established in order that the book 
expounding it may moulder in the dust of a library; my 
doctrine is produced in order to banish terror from the lying- 
in hospitals....” Semmelweis, 1860 


In 1844 Ignaz Philipp Semmelweis, then 26 years old, 
received his medical degree from the University of Vienna. 
His was a mind that accepted as a fact only that which was 
proved to be true. And there was a need for such a mind in 
the field he chose as his life work, midwifery. 


Childbirth in the great Allgemeine Krankenhaus in 
Vienna, as in most such institutions in Europe, was ex- 
tremely dangerous. Only the very poor and the unmarried 
mothers had their children there. Inside the hospital the 
startling fact was that ten times more mothers died in the 
First Division, where students worked, than in the Second 
Division, devoted to the training of midwives. When Sem- 
melweis became Assistant in Midwifery, it was upon this 
odd state of affairs that his eager and questing mind fastened. 


Prodding, searching, irritating those with whom he worked, 
he concluded that something inside the First Division was 
killing mothers. The death of his pathologist friend Kol- 
letschka, from an autopsy wound in 1847, gave Semmelweis 
the needed clue. Kolletschka, he suspected, had died from the 
same cause as the mothers in the First Division. Autopsy 
material had entered the knife wound in Kolletschka’s fin- 
ger; similar material on the hands of students and doctors 
entered birth passages of mothers during childbirth. Sem- 
melweis recognized that ordinary washing did not remove 
the “‘cadaveric material” that caused infection. Nothing less 
than washing with chloride of lime, he found, could destroy 
the noxious agent. 


But almost everywhere he was denounced as a crazy Hun- 
garian, a man to be laughed at and ignored. Driven from 
Vienna by derision and entrenched stupidity, he returned to 
Budapest, where he later became professor of midwifery. 
Long before Lister’s classic demonstration, he was perform- 
ing gynecologic surgery under antiseptic conditions with a 
very low incidence of infection. Recognition was slow in 
coming, however, and on the threshold of acclaim he died in 
an insane asylum. Ironically, death came to him from just 


such a wound as had revealed to him the truth about the . 


death of Kolletschka. 
Fortunately, his great idea did not die with him. 
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management of constipation with the Colace Family 


Peri-Colace 


peristaltic stimulant — stool softener, Mead Johnson 


Capsules + Syrup 


softens stools and stimulates peristalsis 


When bowel motility is inadequate ...defeca- 
tion infrequent ...Peri-Colace combines the 
stool-softener Colace with a new, mild peri- 
staltic stimulant, Peristim (standardized prep- 
aration of anthraquinone derivatives from 
cascara sagrada). Because Colace keeps the 
stool soft, only a small amount of stimulant is 
needed. Action is gentle—usually in 8 to 12 
hours —and side effects are minimized. 


The service leaflets Advice on Constipation — 

Colace version (Lit. 801) and Peri-Colace 
version (Lit. 802), will save time for you in instructing 
patients. Ask your Mead Johnson Representative or 
write to us, Evansville 21, Indiana. 


patients of all ages benefit from 


Colace 
dioctyl sodium sulf inate, Mead Joh 
Capsules + Syrup + Liquid (Drops) 


softens stools without laxative action 


When bowel motility is adequate ...but stools 
are hard to pass...Colace keeps stools soft for 
easy passage by increasing the wetting effi- 
ciency of intestinal water and promoting for- 
mation of oil-water emulsions. With Colace 
there is no laxative action...no addition of 
bulk...no side effects. You can safely prescribe 
Colace for prolonged use. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE cose7 
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‘when anxiety and tension “erupts” in the G. I. tract... 


GASTRIC ULCER 


Meprobamate with PATHILON® Lederle 
Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of gastric ulcer — without fear of barbiturate loginess, hangover or 


habituation ... with PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 


Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


*Trademark ® Registered Trademark for Tridihexethyl lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


For prevention and treatment of Mumps 
Small concentrated dosage 


1.5 ce. child size 
4.5 cc. adult size 
Intramuscularly 


Antibody content: 
165 mg. hyperimmune 
gamma globulin per cc. 


MUMPS IMMUNE GLOBULIN 


(Human) 


Hyland Laboratories 

4501 Colorado Blvd., Los Angeles 39, Calif. 

252 Hawthorne Ave., Yonkers, N.Y. 

IMMUNE SERUM GLOBULIN, 16.5%; POLIO IMMUNE GLOBULIN 16.5% 


ALSO AVAILABLE: PERTUSSIS IMMUNE GLOBULIN, 16.5%; 


Journat A.O.A. 
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a Numerous communications received from physicians 

é report excellent results with Iodo-Niacin in the conservative 
i treatment of sinusitis. Relief of sinus congestion and headaches 
: was a consistent result in non-surgical cases. 


i 


In non-surgical sinusitis the use of 


CONS ERVATIVE Iodo-Niacin improves drainage - 


THERAPY 


OF 
‘SINUSITIS 


and aeration. 


Todo-Niacin* tablets contain potassium 
iodide 135 mg. (2% gr.) and 
niacinamide hydroiodide 25 mg. 
(¥% gr.), slosol coated pink. Usual 
dose, 2 tablets three times a day. 


The therapeutic action Bo liquefy, loosen 
and expel mucopurulent a ulations 
from the sinuses, comparable to the ~“"*~ 


liquefying action of iodides in making 
bronchial mucus less viscid.! 


No iodism or untoward effects occur with 
Iodo-Niacin, even when given in full 
dosage for a year or longer.? 
For immediate action, lodo-Niacin 


ampuls are available for intramus- 
cular or intravenous injections.® 


1 Sollmann’s Manual of Pharma- 
cology, 8th ed., 1957, p. 1121. 


2 Am. J. Digest. Dis. 22:5, 1955. 
3 Med. Times 84:741, 1956. 
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*U.S. Patent Pending CHEMICAL COMPANY 


3721-27 Laclede Ave., st Louis 8, Mo. 


for professional samples and literature 


Cole Chemical Company AOS-! 
3721-27 Laclede Ave., St. Louis 8, Mo. 


Gentlemen: Please send me professional literature and samples of 10D0-NIACIN. 
DOCTOR 

STREET. 
ciTY STATE 


a 

2 

ae 
ae 

Wis out 

opine THE 

53 


cts 


5000 
weet 


LABOR 


. CHYMAR, a suspension of chymo- 

trypsin in oil, is preventive as well as therapeutic. 

C h ar Reduces and Prevents inflammation from any 
cause, traumatic and infectious edema, pain from 

inflammation and swelling...Hastens absorption 

of blood and lymph effusions... Restores circula- 


tion... Promotes healing . . . Augments action of 
antibiotics ... Has no known, incompatibilities. 


Dosage: Inject 0.5 cc. to 1.0 cc. of Chymar intramuscularly 1 to 3 times daily 
until clinical improvement is obtained. Supplied in 5 cc. vials. Each cc. 
contains 5000 units of proteolytic activity. 


WI THE ARMOUR LABORATORIES 4 pivision oF ARMOUR AND COMPANY © KANKAKEE, ILLINOIS 


Journat A.O.A. 


ankle sprain fracture : elbow nal hematoma 
| without adverse side effclll WV 
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Now... 
triple 

protection | at 
for your 
patient 


th 


LAN JELLY 


The preferred LANTEEN diaphragm and jelly 
technique of contraception affords extra benefits to 
patients susceptible to trichomonas reinfestation 
and moniliasis. LANTEEN jelly is not only spermi- 
cidal, but also trichomonastatic and montliastatic. 
No need to change to condom method. No extra cost. 


LANTEEN contraceptive jelly enables all your patients to use continuously the 
safest conception control method. Even your problem patients do not have to 
interrupt the diaphragm-jelly technique. The evident increase in the incidence 
of moniliasis suggests the use of a contraceptive that has been shown in the 
laboratory to be moniliastatic. Also, LANTEEN jelly’s proven activity against 
trichomonas can aid in preventing reinfection with this organism by the 
male partner. Write for complete details of LANTEEN’s triple protection. 
NOTE: LANTEEN JELLY IS NOT A TREATMENT FOR CLINICALLY ACTIVE MONILIASIS OR TRICHOMONIASIS 
LANTEEN JELLY CONTAINS RICINOLEIC ACID 0.50%, HEXYLRESORCINOL 0.10%. CHLOROTHYMOL 0.0077%, 
SODIUM BENZOATE AND CLYCERIN IN A TRACACANTH BASE, DISTRIBUTED BY GEORCE A. BREON & COMPANY, 


1450 proapway, NEw york 18, N.¥. (IN CANADA: E. & A. MARTIN RESEARCH LTD., 20 RIPLEY AVE., 
TORONTO, CANADA) MANUFACTURED BY ESTA MEDICAL LABORATORIES, INC., CHICAGO 38, ILLINOIS. 


Prescribe LANTEEN JELLY for comprehensive conception control. 


| 
‘ 
CONTRACEPTIVE 
MONILIASTATIC 
: 
TRICHOMONASTATIC 
H 


debilitated 


e elderly 

diabetics 

e infants, especially prematures 
¢ those on corticoids 


e those who developed moniliasis on previous 
broad-spectrum therapy 


e those on prolonged and/or 
high antibiotic dosage 


* women—especially if pregnant or diabetic 


the best broad-spectrum antibiotic to use is 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) Sumycin plus Mycostatin 
for practical purposes, Mysteclin-V is sodium-free 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 


2. Mycostatin—the first safe antifungal antibiotic—for its 
specific antimonilial activity. Mycostatin protects 

many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 


Capsules (250 mg./250,000 u.), bottles 


= 25 PATIENTS ON 25 PATIENTS ON 

and 100. Suspension (125 mg./125,000 TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN 
u.), 2 oz. bottles. Pediatric Drops (100 After seven days After seven days 
mg./100,000 u.), 10 cc. dropper bottles. Before therapy of therapy Before therapy of therapy 


Squibb Quality— | 820993080 @eees 
the Priceless Ingredient 02800080 


Monilial overgrowth (rectal swab) @ None @ Scanty @ Heavy 
Childs, A. J.: British M. J. 1:660 1956. 


*MYSTECLIN, *® *MYCOSTATIN’,® AND *“SUMYCIN® ARE SQUIBB 


Journa A.O.A. 
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“PROOF IN PRACTICE” 


a study of 12,880 
hypertensive patients 


No. of Patients Results Percent 
3,929 excellent 30.5% 
6,393 good 49.6% 
1,535 fair 11.9% 

596 unsatisfactory 4.6% 
427 side effects 3.3% 


The tabulations at the left are from the 
recently completed study on cryptena- 
mine (Unitensen) in which 12,880 patients 
and 1,384 physicians participated. Evalu- 
ation of the drug was based on experience 
in everyday private practice. 

A summary of the “‘proof in practice” 


study is available upon request from the 
Medical Director of Irwin, Neisler & Co. 


UNITENSEN UNITENSEN-R’ 


Each Unitensen tablet contains 
cryptenamine (tannates) 2.0 mg. 


Meisber 


Vor. 57, JAN. 1958 


Each Unitensen-R tablet contains 
cryptenamine (tannates) 1.0 mg., Reserpine 0.1mg. 


Clinical supplies available upon request. 


Irwin, Neisler & Co. 


Decatur, Illinois 
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both- 

orally for 

dependable prophylaxis- 
sublingually for 


fast relief 


ISUPREL- 
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ASTHMATIC — 
but cheerful instead of fearful 


New Isuprel-Franol tablets bring 
round-the-clock relief plus emergency 
help against sndden attack. Anxiety 
stops when patients know they’ll get 
relief in 60 seconds — relief that con- 
tinues for four hours or more. 


Isuprel HCl (10 mg. for adults, 5 mg. 
for children) , the most potent broncho- 
dilator known, makes up the outer 
coating. In a sudden attack, the patient 
puts the tablet under his tongue. Relief 
starts in 60 seconds. A unique feature 
is the “flavor-timer.” As the Isuprel is 
absorbed a lemon flavor appears. When 
it disappears—about five minutes later 
—the patient swallows the tablet. 


An unexcelled combination for pro- 
longed bronchodilatation makes up the 
Isuprel-Franol core: benzylephedrine 
HCl (32 mg.), Luminal® (8 mg.) and 
theophylline (130 mg.). Swallowed, the 
tablet works for four hours or more. 


Isuprel-F ranol tablets are “. . . effec- 
tive in controlling over 80% of 
patients with mild to moderate 
attacks of asthma.”! 

Fromer, J. L., and DeRisio, 


v. J.: Lahey Clin. Bull. 10: 45, 
Oct. -Dec., 1956. 


(I) LABORATORIES 
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ISUPREL-FRANOL 
tablets (Isuprel HC110 mg.) 
Jobs for adults; 
. (00 
tablets (Isuprel HCl 
AY 5 mg.) for children: 
Mack: Bteuke, One tablet every three or 
four hours taken orally for 
continuous control of bron- 
ofl chospasm in chronic asthma. 


One tablet taken sublingual- 
ly for sudden attack. “Fla- 
vor-timer” signals when 
patient should swallow. 


Bottles of 100 tablets. 


“Flavor-timer” signals patients 
when to swallow tablets 


ISUPREL 


immediate effect sublingually — 
for emergency use 


LEMON “FLAVOR-TIMER"” 
Disappearance of flavor is the 
signal to swallow 


Theophylline 
FRANOL Lumina 

Benzylephedrine 
Sustained action — reduces fre- 
quency and intensity of attacks 
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Outstanding benefits in therapy established ACHROMYCIN 
Tetracycline in the treatment of more than 50 different 
infections. 


Now, new, rapid-acting ACHROMYCIN V Capsules offer 
more patients consistently high blood levels with the same 
broad anti-infective spectrum of the pure unaltered crystal- 
line tetracycline HCI molecule of ACHROMYCIN, same low 
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Tetracycline HCI Buffered with Citric Acid 


incidence of side effects, same dosage and indications. 
New ACHROMYCIN V Capsules do not contain sodium. 


REMEMBER THE V WHEN SPECIFYING ACHROMYCIN V 


CAPSULES: (blue-yellow) 250 mg. tetracycline HCI (buffered with citric acid, 250 mg.); 100 mg. tetracycline HCI 
(buffered with citric acid, 100 mg.). ACHROMYCIN V DOSAGE. Recommended basic oral dosage is 6-7 mg: 
per Ib. body weight per day. In acute, severe infections often encountered in infants and children, the dose should be 
12 mg. per Ib. body weight per day. Dosage in the average adult should be 1 Gm. divided into four 250 mg. doses. 


LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK t Lederle) 
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Therapeutic Nutrition in Chronic Disease 


and Protein Nutrition 


in Vascular Disease 


V V hether the eventual solution of the problem of 
atherogenesis will come out of the field of dietetics, bio- 
physics, or pharmacology, one fact remains undeniable: 


Adequate protein nutrition is considered of impor- 
tance for the age group most commonly affected by 
disease of the vascular system, so that the demands of 
good nutritional health might be met. 


Meat is outstanding among protein foods. It supplies 
all the essential amino acids, and closely approaches the 
quantitative proportions needed for biosynthesis of 
human tissue. 


In addition, it is an excellent source of B vitamins, 
including B, and Bis, as well as iron, phosphorus, potas- 
sium, and magnesium. 


When curtailment of fat intake is deemed indicated, 
meat need not always be denied the patient. Visible fat 
obviously should not be eaten. But the contained per- 
centage of invisible (interstitial) fat is well within the 
limits of reasonable fat allowance. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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when you want 
Broad Spectrum 


Benefits... 


When you want extended antibacterial coverage with high 
relative safety, consider PEN-VEE suLFAs. Consider how it 
permits you to reserve the conventional broad-spectrum 
antibiotics for the resistant infections specifically requiring 
them. Consider PeEN- VEE suLFAs because it unites penicillin 


V and sulfapyrimidines for potent complementary action. 
Prescribe it for wide antimicrobial attack in mixed infec- 


tions and those not readily diagnosed. 


Supplied: PEN- VEE SULFAS Tablets, bottles of 36. Each 
tablet contains 90 mg. (150,000 units) of penicillin V, 
0.25 Gm. of sulfadiazine, and 0.25 Gm. of sulfamerazine. 
PEN- VEE SULFAS for Suspension, bottles of 2 fl. oz. upon 
reconstitution. Each 5-ce. teaspoonful after reconstitu- 
tion contains 90 mg. (150,000 units) of benzathine pen- 
icillin V, 0.25 Gm. of sulfadiazine, and 0.25 Gm. of 
suifamerazine. 


® 
Philadelphia 1, Pa. 


Pen-VEE SULFAS 


Tablets: Penicillin V (Phenoxymethy] Penicillin) and Sulfonamides 
For Suspension: Benzathine Penicillin V and Sulfonamides 


Vor. 57, Jan. 1958 


2 
: 
| 
63 


when Pertussis strikes... 
Hypertussis is the Specific 


“a thimbleful 
of dosage 
for a handful 
of baby” 


Hypertussis ® 
(anti-pertussis serum-human ) 
Supplied in 2.5 cc. (one dose) vials 


Oruer Cutrer HuMAN BLoop FRACTION 
Propucts — Albumin (purified, concentrated human 
serum albumin), Polio Immune Globulin 

(gamma globulin), Parenogen® (fibrinogen) 


For years, Hypertussis/Cutter has been the specific, 
effective weapon against whooping cough and its 
complications in infants. Hypertussis is the highly 
concentrated anti-pertussis globulin derived from large 
pools of fresh, venous blood from adults who have been 
hyperimmunized against pertussis. A 2.5 cc. injection of 
this homologous blood fraction provides the gamma 
globulin equivalent of 25 cc. of human hyperimmune 
serum. This 10-fold concentration eliminates the 

pain and inconvenience of massive dosage. 


Prophylactic or therapeutic use of Hypertussis does 
not interfere with administration of antibiotics 
in cases where such therapy is indicated. 


For complete information on Hypertussis and other 
blood fraction products .. . write Dept.1-A 


me CUTTER Laboratories 


BERKELEY CALIFORNIA 
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HOSPITAL 


staff and 


IATROGENIC 


morbidity and mortality* 


STUART F. HARKNESS, D.O., F.A.C.O.I1. 


Des Moines, Iowa 


L. IS MY MISFORTUNE that I knew Arthur D. 
Becker only briefly in the formative years of the Ameri- 
can College of Osteopathic Internists. He was one of 
the most enthusiastic of the founders, and his influential 
counsel and guidance are still manifest in this organi- 
zation today. By reputation he was a devoted husband 
and father, an avid scholar, outstanding clinician, 
teacher, educator, and lecturer. It is my understanding 
that, as a clinician at Kirksville, he was one of the 
first in our profession to institute modern methods of 
physical diagnosis and therapy. He stressed not only 
the art but the science of medicine. It has been said 
that no teacher in our osteopathic colleges ever em- 
phasized and practiced the osteopathic concept in the 
diagnosis and treatment of disease to a greater extent 
than did Arthur D. Becker. As dean of the Kirksville 
College of Osteopathic Physicians and Surgeons, and 
later as president of the Des Moines Still College of 
Osteopathic Physicians and Surgeons, his influence 
on the hundreds of students with whom he came in 
contact was great. His counsel was sought by students, 
patients, and friends—not only because of his profes- 
sional achievements but because of his honesty, morali- 
ty, and culture. It is perfectly fitting, therefore, that 
our college set aside an hour each year to memorialize 
the man, Arthur D. Becker. 

When I was given the singular honor of presenting 
this lecture in his memory, the choice of a topic was 
not an easy one. Our profession today seriously needs 

*The Arthur D. Becker Memorial Lecture presented at the annual 


meeting of the American College of Osteopathic Internists, October 4, 
1956, Kansas City, Missouri. 
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to examine and re-examine itself in terms of the 
caliber of the service it is rendering. This service 
needs to be not only good, but the best available. It 
therefore seemed pertinent to review the responsibili- 
ties of the staff and each individual doctor to the hos- 
pital patient. Iatrogeny implies error, not only of com- 
mission, but also of omission. 

Of primary importance in preventing iatrogenic 
morbidity and mortality is the governing board of the 
hospital. First of all, whether the hospital is privately 
or publicly owned and operated, the governing board, 
preferably laymen, must see to it that the professional 
care rendered to any patient in that hospital is of the 
highest caliber available. This responsibility for pres- 
ervation of life and relief of suffering should be the 
guarantee of any hospital opening its doors to a com- 
munity. Assuming that the governing board has pro- 
vided adequate physical facilities, personnel, equipment, 
et cetera, its greatest responsibility rests in staff selec- 
tion and enforcement of hospital rules and regulations. 
Somebody has to be boss, for there is no such thing 
as a harmonious self-governing hospital staff. Time 
and experience have shown that the governing board 
must necessarily have the last word. 

After a staff is selected it further becomes the 
responsibility of the governing board to determine 
what practice privileges are to be enjoyed by each staff 
member and these decisions are reached after extensive 
consultations with qualified men of the staff. Finally, 
the governing board must make certain that there are 
staff bylaws and regulations, acceptable to staff and 
board alike, but directed to one objective, the welfare 
of the patient. Rules are made not for the conscientious 
physician who has his patient’s interest at heart, but 
for the unscrupulous whose own gain would supersede 
his responsibility to his patient and to his hospital. 
I maintain that any hospital whose governing board 
would enforce the staff rules and regulations, which 
are submitted to the Bureau of Hospitals each year, 
would have the lowest morbidity and mortality in the 
country. 

There is, therefore, an irreducible minimum of 
morbidity and mortality that could be attained in this 
way. We have, however, not reached that point of 
irreducibility. I would submit then that the first cause 
of iatrogenic morbidity and mortality is a governing 
board that is not fulfilling its responsibility. If this 
is the case it becomes necessary for doctors to examine 
themselves and determine what they are or are not 
doing that results in patients being sicker than neces- 
sary and/or increases the death rate. 


Certainly a hospital that boasts few deaths and 
low morbidity is not functioning as a hospital but as a 
custodial or nursing home. I remember 20 years ago, 
before the days of modern chemotherapy and anti- 
biotics, the late Ralph L. Fischer discussing our high 
death rate in bacterial pneumonia at Philadelphia Os- 
teopathic Hospital. Our death rate was no higher there 
than that of other hospitals, but, after all, pneumonia 
had always been one of the big strongholds of osteo- 
pathic medicine, and that is what made the mortality 
rate surprising. The valid explanation given by Dr. 
Fischer was the simple fact that the only pneumonia 
patients osteopathic physicians sent to the hospital were 
the ones who were not getting well under their treat- 
ment at home. That explanation is still valid today; 
the hospital is the last resort in too many instances. 
The hospital must not be regarded as a convenient 
place for a patient to die but as a place where disease 
is aggressively attacked. 
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iatrogenic morbidity and mortality 


The doctor, then, who delays getting his patient 
into the hospital promptly for diagnosis and treatment 
is guilty of unnecessarily increasing the hospital’s 
morbidity and mortality. It is true that the patient 
who has just suffered a myocardial infarction should 
not be transported until he has recovered at least 
partially from his cardiogenic shock, but neither should 


Of primary importance in preventing 


is the hospital governing board 


he be kept at home until some 4 or 5 days later he 
suffers an arterial embolism from an_ intracardiac 
thrombus. It must be admitted that this series of 
events is not always the fault of the doctor, but may 
be the result of family interference and lack of coopera- 
tion on the part of the patient. 

We often become irritated when the admitting 
clerk of the hospital asks for an admitting diagnosis. 
This is something that should not be taken lightly, 
as it permits proper location of the patient in the 
hospital. I would not want a patient with a severe 
upper respiratory infection, possibly due to a hemoly- 
tic streptococcus, placed in the same room with a 
patient recovering from acute rheumatic fever. It is 
well known that patients who are sensitized to the 
hemolytic streptococcus not infrequently suffer re- 
currences of rheumatic fever while in the hospital for 
this very reason. It is the doctor’s responsibility not 
only to inform the admitting clerk that a certain enter- 
ing patient has a severe infection but also to insist 
that the patient be isolated at least temporarily. 

One of the major causes of morbidity and mortali- 
ty in hospitals is that many committees fail to function ; 
this failure results from lack of cooperation on the 
part of members of the staff. One of the most im- 
portant committees is the morbidity and mortality re- 
view committee, whose responsibility is to review all 
moribund cases and make recommendations for such 
things as proper consultation and correction of therapy. 
Intervention is often unnecessary because the attend- 
ing physician has already requested consultation. How- 
ever, there are always those who defer this aid because 
of fees involved or because they feel it is humiliating. 
Such committee intervention should be as impersonal 
as possible in order to maintain good physician- 
physician relationships. 

The most common situation requiring this type 
of interference is one in which the attending physician 
fails to recognize the gravity of the particular prob- 
lem. This happens most frequently when the young 
doctor, just establishing himself and concerned about 
losing the patient and the family contact, but most 
of all lacking experience, hesitates to ask for help. This 
is where there must be an improvement in the spe- 
cialist’s attitude toward the family doctor. The latter’s 
importance and value should always be impressed 
upon the patient and his family. In areas where this 
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relationship is good, assistance is requested with 
little hesitancy, and morbidity and mortality are at a 
minimum. 


Who cannot learn something from a mortality 
review? I can well remember the time when the of- 
ficers of an attending staff were very reluctant to 
conduct these reviews because they feared that some 
of the referring men would be offended and take their 
work to a hospital where such investigations were 
not conducted. These reviews can and must be carried 
out in a considerate manner with but one purpose 
in mind: to determine what diagnostic and therapeutic 
measures might have been instituted to have prevented 
a fatal outcome. We learn from experience, and we 
are “practicing” physicians—practicing to improve our 
efficiency. Only rarely is it necessary to recommend 
disciplinary measures for a member of the staff. Indi- 
cations for such action would include neglect, ignoring 
limitations of practice privileges, and gross errors of 
judgment. 

A properly functioning tissue committee definitely 
reduces morbidity. Periodic and systematic review 
of histopathologic diagnoses inherently reduces the 
amount of unnecessary operations, and every surgical 
case must, at least temporarily, increase the morbidity 
rate. 

A rather recent innovation is the tumor board 
which is nothing more than an organized team of con- 
sultants whose duty it is to assist in planning the most 
suitable therapy for a given tumor case. Surgery, ir- 
radiation, and chemotherapy individually or in com- 
bination have much to offer the cancer patient today, 
and a co-operative effort by a team of experienced ex- 
perts will go far in alleviating suffering and prolonging 
life. 

Having dealt with the staff’s responsibilities in 
morbidity and mortality as it pertains specifically to 
organization and administration, I would like to turn 
to certain areas wherein the individual staff member has 
a responsibility for the safe conduct of ‘the patient 
through his illness. The first responsibility of the doc- 
tor is to establish a legitimate working diagnosis based 
on history, physical examination, available laboratory 
data, and x-ray examinations. The choice of therapy, 
dependent upon this working diagnosis, and its ade- 
quate, inadequate, or overenthusiastic application deter- 
mine the percentage of morbidity and mortality. There 
must be an irreducible minimum, but this cannot be 
predetermined. A good therapeutic program inade- 
quately applied may be as dangerous or more dangerous 
than incorrect therapy or neglect. Establishment of 
diagnosis and institution of adequate therapy not infre- 
quently necessitate consultation between the family 
physician or general practitioner and a qualified con- 
sultant or consultants. Whether or not the patient is 
able to pay for such consultation is beside the point 
because it is the responsibility of each member of the 
hospital staff to so assist in the care of the ill patient. 
The patient, having been admitted to the hospital, has 
every right to expect all available skill, and the govern- 
ing board and administration have assumed the respon- 
sibility of making it available to him. It then becomes 
the duty of the doctor who admits the patient to utilize 
all indicated and available assistance. I am not re- 
ferring here to hallway consultations or telephone con- 
sultations but a written request for and completion of a 
consultation, signed by the consultant and made a part 
of the patient’s permanent record. The consultant has 
every right to expect remuneration for his services 
when the patient can afford it. If the patient cannot 
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afford the usual tee, the consultant should receive a 
fee in proportion to that of the attending doctor. Much 
of this work is done in all institutions free of charge 
for the welfare of the patient and to protect the reputa- 
tion of the institution. In passing, I would like to em- 
phasize that doctors requesting assistance should inform 
the patient and his family of the request. 

It is pertinent, at this juncture, to consider the 
prevalent tendency to classify patients grossly into those 
having either organic or functional disorders. It should 
be remembered that both can exist in any individual at 
the same time. What is more important, however, is 
the fact that we are dealing with an individual, not a 
case of something-or-other, and it is necessary that the 
patient’s psychologic attitudes be assayed as well as his 
physiologic and pharmacologic make-up. It is only by 
such an approach to the patient that hospital morbidity 
resulting from unnecessary and unphysiologic opera- 
tions and exploratory laparotomies can be reduced. This 
type of evaluation requires teamwork; the surgeon is 
no more deserving of criticism in this regard than the 
internist who permits catastrophic happenings because 
he refuses the assistance of a capable and well-trained 
surgeon. 

There can be no unanimity of opinion as to 
whether conservative or radical treatment is best in 
certain acutely ill patients, for example, those with 
perforated duodenal ulcer. The choice of treatment 
must be suited to the individual patient. Many argue 
that morbidity and possibly mortality are increased by 
conservatism; others argue that radical intervention 
carries a higher morbidity and mortality. Decisions in 
such cases demand consultation. This gives added as- 
surance of the patient’s full recovery in the shortest 
time, divides responsibility, and is important from a 
medicolegal standpoint. 

In every patient undergoing major surgery the risk 
must be estimated because surgical morbidity and mor- 
tality are in direct proportion to the degree of risk in- 
volved. It is therefore important that the functional 
status of the cardiovascular system be determined. Fre- 
quently this cannot be done in the usual fashion, by an 
intern’s examination, an electrocardiogram, and chest 
x-ray. Likewise pulmonary function, renal function, 
and the patient’s general metabolic and nutritional 
status must be assayed. If this is efficiently done, it 
need not constitute an unreasonable increase in the pa- 
tient’s expense nor unduly postpone surgical treatment. 
Not infrequently an underlying disease will be found 
that is of far greater importance to the patient’s health 
than the condition for which surgical treatment was 
contemplated. 


If abnormalities are discovered certain problems 
must be considered. First, can the patient be improved 
as an operative risk? Is the contemplated surgical 
procedure justified in face of the risk involved—will it 
benefit the patient, lengthen his life, or make him more 
comfortable? What complications can be anticipated on 
the operating table and in the postoperative period, and 
what respective roles do the surgeon, anesthetist, and 
internist play in avoiding and combating them? The 
preoperative evaluation should always be sufficiently de- 
tailed to provide a baseline from which to work post- 
operatively. All too often a consultant is called to assist 
in managing postoperative complications only to find 
totally inadequate preoperative information. 

Following are some categories of patients who 
must be considered poor surgical subjects: 

1. Coronary artery and/or heart disease.—Patients 
who have had a myocardial infarction within 3 months, 
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or patients having episodal coronary insufficiency with 
external tolerance limited to the extent that they are no 
longer able to engage in ordinary physical activity with- 
out experiencing distress, constitute a group from 
whom surgical treatment should be withheld except in 
the most exceptional circumstances. 

2. Congestive circulatory failure —Patients having 
this condition with or without atrial fibrillation, should 
not have an operation until satisfactory compensation 
has been restored for 4 or 5 weeks. Depending upon 
the urgency for intervention, it may be necessary to 
accomplish as much as possible in a much shorter 
period. 

3. Calcific aortic stenosis and syphilitic coronary 
ostial stenosis.—These are causes of sudden and unex- 
pected death on the operating table and during the post- 
operative period. 

4. Cardiac arrhythmias—Any of these should be 
investigated to determine its basis. These may be a 
prelude, and I speak particularly of ventricular ones, 
to ventricular tachycardia. Atrioventricular block, par- 
ticularly if complicated by Adams-Stokes seizures, ne- 
cessitates very careful selection of anesthetic agents. 

5. Chronic pulmonary disease.—Patients whose 
ventilatory function and ability to exchange gases with- 
in the lungs are impaired are poor surgical subjects. 

6. Renal hypofunction—Whether this condition 
is due to chronic glomerulonephritis, nephrosclerosis, 
chronic pyelonephritis, or hydronephrosis, its victims 
are poor surgical risks. 

7. Electrolyte imbalance.—Dehydrated patients and 
those with electrolyte imbalance are in the poor-risk 
category. 

8. Diabetes—If the condition is not intelligently 
and adequately controlled, the patient is a poor risk. 
The physician should not be misled by the fact that un- 
der normal conditions good control was maintained by 
dietotherapy alone, but give special corrective measures 
to meet the increased demands of the illness for which 
operation is contemplated. 

9. Diminished circulating blood volume.—The 
blood count and hematocrit reading do not reflect the 
true status of circulation in many patients, particularly 
in elderly ones. 

10. Jaundice and hepatic insufficiency.—Jaundiced 
patients and patients with chronic liver inadequacy who 
are not jaundiced are poor surgical risks. 

11. Predisposition to intravascular clotting —In 


Periodic and systematic review of 
histopathologic diagnoses inherently 


reduces unnecessary operations 


addition to being prevalent in the above group, this con- 
dition is commonly found in the carcinomatous, hyper- 
lipemic, hypotensive, polycythemic, or previously throm- 
botic patient, and in the patient with abnormal preop- 
erative anxiety. These patients develop arterial occlu- 
sions as a result of thrombosis at the time of operation, 
and perhaps even more important, on the fourth or 
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fifth postoperative day develop venous thromboses and 
embolic phenomena. 

12. The aged patient.—These patients are poor 
risks because of all the above conditions which make 
them unsafe for surgery, and because the incidence of 
other major degenerative diseases increases with each 
year of life beyond the age of 50. 

It may be asked why the above clinical situations 
constitute poor surgical risks. Except in instances 
where excessive amounts of blood are lost or where the 
operative procedure is particularly shocking, I do not 
believe that the morbidity and mortality in this sizable 
group can be attributed to the technical procedure. It is 
almost invariably due to anesthetic agents and methods. 
The poor-risk patient has a diminished ability to de- 
toxify and eliminate potent anesthetic and sedative 
drugs. He tolerate anoxia, ventilatory embarrassment, 
and hypotension very poorly. 

Shock may result from a reduction of circulating 
blood volume to a critical level after losing minor quan- 
tities at operation in the aged patient and the patient 
who has been losing blood. There should be an estima- 
tion of total blood volume before major surgical proce- 
dures. The ordinary blood count and hematocrit reading 
give only information regarding the concentration of 
erythrocytes and hemoglobin per unit of volume ; there- 
fore, this measurement may be entirely normal in face 
of critically reduced blood volume. 

In general, it may be said that there is no “routine” 
of premedication that is safe for the poor-risk patient. 
Each course of treatment must be individualized. 

As far as anesthetic agents and methods are con- 
cerned, it may be stated categorically that the poor-risk 
patient should be carried at the lightest plane of anes- 
thesia possible to provide good working conditions for 
the surgeon.’ If local or regional anesthesia is satisfac- 
tory for the surgeon’s requirement and for the person- 
ality of the patient, they appear to be of maximum safe- 
ty. The nonpotent gases, nitrous oxide and ethylene, 
with an adequate concentration of oxygen (more than 
25 per cent) should be considered the agents of choice 
for elderly patients. Anesthesia of satisfactory depth 
can be achieved in the majority of instances without 
demonstrable toxicity. Ether can be used to good ad- 
vantage in the poor-risk patient provided that only the 
lightest plane of surgical anesthesia or the stage of anal- 
gesia is utilized. Relatively small amounts of ether can 
achieve profound depths of anesthesia in the elderly 
patient, and the first sign of overdosage may be circula- 
tory collapse, without evidence of preliminary stages of 
tachycardia and tachypnea. The use of cyclopropane is 
highly controversial. The fact that it depresses ventila- 
tion and is capable of producing ventricular arrhythmia 
is just cause for many of the criticisms and objections 
which have been raised. If used in this type of patient 
ventilation should be assisted or controlled to avoid 
hypoxia and respiratory acidosis. Intravenous anesthe- 
sia should not be used as the sole anesthetic agent and 
rectal anesthesia is contraindicated because in the doses 
needed to produce narcosis, hypotension is a very real 
hazard. Spinal anesthesia should be avoided in all poor- 
risk patients in whom hypotension would be poorly tol- 
erated. The relaxants are suitable substitutes for added 
depths of anesthesia but great care must be taken to 
avoid overdosage and ensure respiratory depression. 

After the surgeon, internist, and anesthetist have 
estimated the risk in elective surgical patients, safe- 
guards and precautions are doubled and one may pro- 
ceed with the most desirable agents and methods to the 
conclusion of a successful surgical procedure. 
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So-called surgical emergencies in the poor-risk pa- 
tient, as well as in any other patient, require early and 
accurate diagnosis. In this category would be included 
complications of peptic ulcer such as hemorrhage and 
perforation, mesenteric occlusion, ruptured abdominal 
aneurysm, gangrene of the extremities, acute cholecysti- 
tis, appendicitis, strangulated hernia, and intestinal ob- 
struction. Except in instances of mesenteric occlusion 
(when it can be diagnosed), strangulated hernia, and 
ruptured abdominal aneurysm, there is no uniform 
agreement that any of these constitutes a need for ur- 
gent intervention. 

Morbidity is high in these illnesses and early recog- 
nition and consultation are imperative. It must be re- 
membered that we are not treating a disease, but a pa- 
tient with a disease; appraisal of the cardiovascular, 
renal, and metabolic status and estimation of blood vol- 
ume are essential before determining if and when 
operative or nonoperative therapy should be instituted. 
If the treatment is to be surgical, it is understood that 
the risk is greater than in an elective surgical patient 
because preparation must be limited to adequate sup- 
port to the diseased heart, restoration of lost fluids and 
blood, correction of acidosis, and an attempt to control 
sepsis with antibiotics. Once the patient goes to sur- 
gery, it is the surgeon’s duty to employ the least and 
the simplest procedure for control of the emergency. 
Each patient must be approached individually after ap- 
praisal. In certain localities decisions regarding man- 
agement must often depend on the quality and expe- 
rience of the medical and surgical service available but 
the principles which are involved are the same every- 
where. 

Even if the surgical procedure has been successful, 
routine postoperative orders are dangerous. The dan- 
gers lie in three major areas: first, fluid administra- 
tion; second, narcotic administration ; and third, ambu- 
lation. 

An appreciation for postoperative fluid require- 
ments depends upon preoperative observations as to 
metabolic, renal, cardiovascular, and pulmonary status. 
Furthermore, a knowledge of the surgical procedure, 
sites of drainage, and an estimation of blood loss are 
determinants of good postoperative care. It is no longer 
possible to believe that postoperative fluid requirements 
may be adequately cared for merely by administering 3 
liters of fluid, one of which should be saline. 

Indiscriminate use of narcotics in the postopera- 
tive period is one of the greatest causes of unnecessary 
morbidity. While it is desirable to suppress the senso- 
rium in the postoperative patient, it must be remem- 
bered that in so doing these drugs also depress the 
vital centers in the medulla. Generally speaking, 
meperidine (Demerol) is the least depressing, but it 
often does not adequately relieve pain in the usual man- 
ner in which it is given. Meperidine hydrochloride, 100 
to 150 mg. every 2 to 3 hours, in my opinion, is prefera- 
ble to morphine derivatives given every 4 to 6 hours. 
This is particularly so when the patient is past the age 
of 50, and the morphine derivatives are so likely to de- 
press the respiratory center and initiate a chain of 
events which may cost the patient his life. As often as 
possible and practical, pain relief should be provided 
these patients by local nerve and paravertebral block. 
In the immediate postoperative period, the initial dose 
of the opiate to be used should be minimal until the pa- 
tient’s tolerance for pain can be appraised. The effect 
of these drugs can often be potentiated by the use of 
chlorpromazine hydrochloride. It would many times be 
preferable and more humane to allow the patient to 
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have a little more pain than to prolong his illness or 
kill him with kindness by trying to keep him absolutely 
pain-free. The smallest dose of the most innocuous 
drug that will keep the patient comfortable should be 
the goal. 

Some years ago, early ambulation of the surgical 
patient was instituted as a measure to reduce postopera- 
tive embolism. The degree to which the procedure ac- 
complished a significant reduction in this dreaded com- 
plication is debatable. Nevertheless, it did demonstrate 
that the early ambulated patient recovers more quickly 
and .s less prone to develop pulmonary complications 
such as pneumonitis and atelectasis. The elderly patient 
has a fixed thoracic cage because of loss of resiliency 
of the costal cartilages and loss of elasticity of the 
lungs, and not infrequently harbors bronchopulmonary 
infection of serious degree. Ventilation of the lungs is 
much poorer in the supine position than it is in the 
erect position, and in the supine position the patient 
loses much of his expulsive effort when he coughs. 
Therefore, the older the patient the more imperative it 
is that ambulation be early. It has been my experience 
that these patients derive much benefit from regularly 
and specifically applied osteopathic manipulative ther- 
apy in the postoperative period. 


Long periods of bed rest result in negative nitro- 
gen balance, excessive excretion of calcium, and pool- 
ing of blood in the veins of the legs and pelvis, which 
predisposes to thromboembolic complications. These 
situations prolong the patient’s illness and delay his re- 
turn to normal activity. I do not believe that compen- 
sated heart disease contraindicates early ambulation ; in 
fact, I think it is all the more important. In the same 
vein, I think it is generally unnecessary and always un- 
wise to position a patient in bed in the Trendelenburg 
position; with ascent of the diaphragm, the patient’s 
maximum breathing capacity is diminished and compli- 
cations are invited. 

In general, it might be said that whenever possible 
and practical both the medical and the surgical patient 
should be ambulated as early as possible. One excep- 
tion, about which there is disagreement, is the patient 
with an infarcted myocardium. 

Early ambulation is really not ambulation but con- 
sists of lifting the patient out of bed and into a chair. 
I personally feel that the patient with acute myocardial 
injury should be kept at absolute bed rest for a mini- 
mum of 2 weeks but may be granted the privilege of 
using a bedside commode. This is one of the few “rou- 
tines” I would recommend. 

Hospital morbidity and mortality could be reduced 
appreciably if it were possible to do away with the 
hopeless attitude that many doctors have toward the 
patient with acute and chronic illnesses associated with 
degenerative processes and toward cancer. The doctor 
who maintains a do-nothing attitude toward a patient 
he has just admitted with a cerebral vascular accident 
is far more culpable than the one who intelligently in- 
vestigates the patient, with a sincere desire to improve 
the condition. 

In this regard, I am reminded of a patient who 
suddenly became unconscious while in the hospital. A 
tentative diagnosis of cerebral aneurysm had been made 
some 3 weeks earlier but the patient had refused fur- 
ther investigation. At the time of examination she was 
in deep coma and evidenced decerebrate rigidity. The 
cerebrospinal fluid was bloody and the pressure was 
high. I had never seen a patient in this condition sur- 
vive more than 24 hours, and the family was so in- 
formed. Neurologic consultation was withheld. To our 
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surprise, 10 hours later the patient was hemiplegic and 
was able to utter a few coherent words. At this time a 
neurosurgical consultant advised cerebral angiography 
and possible neurovascular operation. Both of these 
were performed, and I am happy to say that the patient 
recovered to the point of walking with the aid of only 
a cane. Granted, this is an exceptional outcome, but 
unless a hopeful attitude is maintained toward each 
patient, we will not be able to salvage the exceptional 
one. I believe that every patient admitted with a cere- 
bral vascular accident should have one lumbar puncture 
and should have the benefit of intelligent scientific eval- 
uation to determine the cause and extent of the damage. 
Adequate consultation divides the responsibility in de- 
ciding what therapy, if any, is to be used. 


The attitude toward the cancer problem is better 
today than it was a decade ago, but it is still deplorable. 
While the patient is still slightly more to blame than the 
doctor for the delay in cancer diagnosis, the doctor is 
responsible for the lag in aggressive action once the 
diagnosis is established. Surgical treatment must be 
radical enough and radiation therapy intensive enough 
if cancer is to be cured. The approach to each case 
must be individualized. As mentioned previously, this 
individualization can best be done by a tumor board. 
The use of nitrogen mustard in combination with corti- 
costeroids can be offered to the inoperable patient with 
the hope of retarding growth of the tumor, prolonging 
life, and relieving pain and discomfort. 


A colleague of mine disputes the wisdom of going 
all out for the incurable patient and maintains that the 
patient has the right to decide when he shall die. He 
bases his opinion on the financial burden incurred in 
face of the inevitable outcome. Expenses need not be 
exorbitant, and if a patient is unable to afford the nec- 
essary care he should enter an institution maintained by 
state or local government. Too frequently, however, a 
patient is admitted to the hospital with inoperable can- 
cer, and he or his family refuses supportive and pallia- 
tive measures on the basis that it will only prolong life 
and suffering. Such happenings strip from the doctor 
his right and duty to serve mankind, and force him to 
break the oath he solemnly took when he received his 
degree. Such patients do not deserve or require the 
services of a hospital. 


Immediate consultation should be mandatory for 
every patient who has suffered burns. If the burns are 
deep and at all extensive in terms of body surface in- 
volved, these patients need and deserve all of the skill 
available in any hospital. In children particularly, irre- 
versible changes occur so quickly that immediate and 
constant vigilance is necessary. The patient’s general 
physical condition should be assayed, the extent of the 
burn determined, and an exact estimation of necessary 
intracellular fluid replacement made. If these proce- 
dures are carried out immediately after admission, there 
need be no serious morbidity and no mortality. The 
doctor who defers such action and delays consultation 
must be held accountable. 


A word about problems related to peripheral vas- 
cular disease: Arterial occlusions require immediate 
investigation of nature and extent. On no other basis 
can intelligent and adequate therapy be provided. One 
of the greatest causes for increased morbidity in these 
cases is the application of heat. This raises metabolic 
requirements above the ability of the occluded arterial 
system to provide blood, and tissue breakdown and 
gangrene result. Amputation is then the only answer. 
Transabdominal aortography and femoral arteriography 
are of important diagnostic assistance. Surgical and/or 
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medical treatment if adequately applied will lessen the 
morbidity of these patients and save many extremities. 

Although I have been away from obstetric practice 
for 12 years, a topic such as this would not be com- 
plete without some discussion of maternal and neonatal 
mortality. Maternal mortality is in direct proportion to 
the occurrence of hemorrhage, toxemia, and trauma at 
the time of parturition. Availability of blood and im- 
proved obstetric technics have reduced maternal mor- 
talities, but not to an irreducible minimum. Good pre- 
natal care and a well-organized department of obstetrics 
with rigid rules are the only means by which a hospital 
can achieve a maternal mortality rate of which it can 
be proud. 

Schmitz, Smith, and Foley,” in a 5-year survey of 
neonatal deaths at Lewis Memorial Maternity Hospital 
in Chicago, point out that prematurity is the greatest 
single cause, accounting for 61.2 per cent of their 
deaths. Some improvement in this figure may be an- 
ticipated by timing elective cesarean sections and induc- 
tions by the size of the child and the condition of the 
cervix instead of by the expected date of confinement. 
Toxemias, diabetes, and cariopathies should be treated 
adequately and intensively. According to Schmitz and 
his co-workers, neonatal mortality is approximately six 
times greater in breeches, cesarean sections, and mid- 
forceps rotations, and ten times greater with version 
and extraction than in normal labor. Other factors such 
as prolonged labors, abruptio placentae, and placenta 
previa, elderly primiparas, second twins, and infection 
are cited. In brief, neonatal morbidity and mortality 
can be controlled only by a combination of three fac- 
tors: intelligent and adequate prenatal care, expert 
management of the first and second stages of labor, and 
a cooperative and skillful department of pediatrics. 


Summary and conclusions 


The hospital governing board has the sole respon- 
sibility and authority in providing adequate medical, 
surgical, and obstetric care for all patients who are 
admitted. This is a large order but neglect of this re- 
sponsibility is an important cause of morbidity and 
mortality. A proper therapeutic approach based on an 
accurate diagnosis derived from the patient’s history, 
physical examination, laboratory data, x-ray examina- 
tions, and necessary consultations is the only means of 
controlling unnecessary morbidity and mortality. This 
necessitates a keen sense of moral responsibility on the 
part of every member of the staff. Staff development 
and advancement can be realized only if educational 
programs are provided. The minimum requirements 
for this are regular staff meetings, departmental meet- 
ings, and functioning committees. 

If the tone of this lecture has been too altruistic, I 
am sorry. Idealism in medicine is said to be impractical, 
redundant, and expensive. The man, Arthur D. Becker, 
in whose memory this hour has been set aside, was an 
idealistic clinician and, to the best of his ability, treated 
his patients as he would have liked to be treated. I sub- 
mit that until the Golden Rule is applied to the practice 
of medicine, hospital morbidity and mortality will not 
reach the irreducible minimum. 

617 Fleming Bldg. 
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in infants and children 


Presentation of three cases* 
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I NTESTINAL OBSTRUCTIONS in infants and chil- 
dren are frequently fatal. Survival depends largely up- 
on early diagnosis and prompt surgical intervention. 
Accurate interpretation of roentgenographic findings 
plays an extremely important role in early detection of 
these obstructions. Caffey? sums up the importance of 
roentgen study very well: “There is perhaps no area 
of pediatric roentgenology where the patient benefits 
more from early accurate diagnosis or where he suffers 
more from late or inaccurate diagnosis.” 

The purpose of this presentation is not to discuss 
the various obstructions that may occur in children but 
to present personal experiences with some interesting 
cases. In each instance ileal obstruction was present. 
Clinical pictures were somewhat similar, yet markedly 
different disease processes were found. 


Intussusception 


Intussusception, involving invagination of one seg- 
ment of intestine into another, is the most common 
cause of acquired intestinal obstruction in infancy and 
early childhood.?* The majority of cases reported in 
the literature have occurred in infants under 2 years 
of age.® 

There are four varieties of intussusception as de- 
termined by surgical pathologic findings.* 

1. Ileocecal—in which the ileum and ileocecal valve 
pass into cecum and colon 

2. Ileocolic—in which the ileum passes into the 
ileocecal valve 

3. Colocolic—in which the large bowel is prolapsed 
into itself 

4. Tleoileal—in which the ileum is prolapsed into 
itself. 

The most common type is the ileocolic variety, and 
clinical information most frequently supplies the basis 
for diagnosis. The most common presenting signs and 
symptoms are emesis, intermittent abdominal pain, 
bloody stools, and a palpable mass usually noted in the 
upper left quadrant.” 

In the event of any doubt, roentgenographic ex- 
amination with barium enema should be made. This 
examination quite often establishes the diagnosis by 
revealing complete obstruction in the proximal portion 

*This paper, submitted in partial fulfillment of the requirements for 
certification by the American Osteopathic Board of Radiology, was pre- 
pared during a residency under the direction of Dr. Hal K. Carter, 


chairman of the Department of Radiology at the Zieger Osteopathic Hos- 
pital, Detroit, Michigan. 
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of the colon. The characteristic “bed spring” or “coil 
spring” filling defect is frequently demonstrated at the 
head of the barium column." *-* The plain film usually 
reveals a distended abdomen with gas-filled loops of 
intestine proximal to the site of obstruction. Films 
taken with the patient in erect or lateral decubitus posi- 
tions will frequently reveal fluid levels.® 

Although intussusception is relatively common, the 
case presented involves one of the more unusual types, 
ileoileal intussusception. 

Case 1. A lethargic 3-year-old, well-nourished, 
white male child was admitted to the hospital with com- 
plaints of nausea, emesis, diarrhea, and colicky ab- 
dominal pain, all of 6 hours’ duration. There was no 
evidence of bloody stools. Physical examination dem- 
onstrated rebound tenderness over the entire abdomen 
and a palpable mass measuring approximately 8 by 10 
cm. located immediately left of the umbilicus. The child 
was afebrile. Laboratory examination showed only 
marked leukocytosis : 29,450 leukocytes of which 70 per 
cent were polymorphonuclear cells. 


The plain film of the abdomen, taken with the pa- 
tient supine, revealed a few gas-filled loops of small 
bowel within the upper left quadrant (Fig. 1). The 


Fig. |. The plain supine roentgenogram reveals a few gas- 
filled loops of small bowel in the upper left quadrant. The 
midportion of the abdomen is relatively silent. 


midportion of the abdomen was relatively silent. The 
film exposed with the patient in the erect position 
showed no evidence of air fluid levels. 

A barium enema was administered. Subsequent 
x-ray study revealed a persistent effacement of the 
membrane of the transverse colon, suggesting extrinsic 
pressure (Fig. 2). The terminal ileum was dilated and 
presented the characteristic “coiled spring” appearance. 
A double concave defect was noted in the terminal 
ileum at the head of the barium column (Fig. 2). The 
cecum showed no evidence of deformity. 

The patient was operated on 5 hours after admis- 
sion. Extensive ileoileal intussusception was found 
with secondary ileocolic involvement. The invaginated 
bowel was easily palpated through the ileocecal valve 
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Fig. 2. Effacement of the membrane of the transverse colon 
suggests extrinsic pressure. The dilated terminal ileum pre- 
sents the characteristic ‘coiled spring'' appearance. A dou- 
ble concave defect is noted at the head of the barium column 
within the terminal ileum. 


and occupied the lower one third of the ascending 
colon. Approximately 2 feet of gangrenous terminal 
ileum were resected (Fig. 3). 

The patient made an uneventful recovery and was 
discharged in good condition on the fifth postoperative 
day. 


Volvulus of the midgut 


Volvulus or torsion of the midgut has been de- 
scribed as one of the most common of small bowel ob- 
structions.’ 4° It may occur prior to birth, postnatally, 
or several months after birth, and it is most frequently 
due to an embryonic malrotation of the midgut and/or 


Fig. 3. At surgery, approximately 2 feet of terminal ileum were found to be 
gangrenous as a result of ileoileal intussusception. 
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Fig. 4. Supine and lateral abdominal roentgenograms show a large homo- 
enous density lying in the upper left posterior portion of the abdomen. The 
Tiated air-filled loops of small bowel are displaced anteriorly and inferiorly. 


faulty fixation of its mesenteries. Nonrotation, reverse 
rotation, and incomplete rotation of the midgut may be 
predisposing factors in production of volvulus.® 

The midgut may also be left free to twist if there 
is incomplete or absence of fixation of the mesenteries 
to the posterior abdominal wall. Usually the bowel is 
twisted around the superior mesenteric artery, resulting 
in obstruction and impending gangrene of the intes- 

Clinically, the infant usually demonstrates signs 
and symptoms of acute intestinal obstruction, most fre- 
quently soon after his birth. 

The plain roentgen film will not specifically demon- 
strate volvulus. Most commonly, it will reveal non- 
specific obstruction. The barium enema is of value only 
in revealing superior and medial displacement of cecum 
and ascending colon. Occasionally, in the presence of 
volvulus of the midgut, most of the colon is displaced 
to the left.° 

Case 2. A 13-day-old white male infant weighing 
14 pounds was admitted to the hospital. He had had 
frequent loose bowel movements, emesis, and an ex- 


Fig. 5. Superior and medial displacement of the cecum and 
ascending colon. 
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tremely high fever (108 F.) of 1 day’s duration. 

Dry rales were noted bilaterally. The abdomen 
was markedly distended and too rigid to permit deep 
palpation. Bloody mucus appeared on the gloved finger 
following rectal examination. There were no other con- 
tributory findings. 

Laboratory findings were noncontributory. 

Plains films, with the patient in supine and lateral 
positions, revealed homogenous density over a large 
area of the upper left posterior portion of the abdomen. 
Dilated, air-filled loops of small bowel were seen an- 
terior and inferior to the apparent mass (Fig. 4). 

The colon, examined after barium enema, revealed 
marked superior and medial displacement of the cecum 
(Fig. 5). The previously noted area of density was 
seen to lie superior to the transverse colon and splenic 
flexure. 

The patient was operated on 7 hours after admis- 
sion. Extensive gangrene of the small intestine was 
found (Fig. 6), involving an area beginning approxi- 


Fig. 6. Surgical specimen showing extensive gangrene of the small intestine 
caused by complete rotation of the midgut. 


mately 1 inch proximal to the ileocecal valve and ex- 
tending through the entire ileum to the distal jejunum. 
There was complete rotation of the midgut and of its 
mesentery which «was twisted twice upon itself. The 
cecum and ascending colon were displaced superiorly 
and medially and, together with the involved small 
bowel, were lying in the upper left quadrant. Approxi- 
pea, 4 feet of ileum were resected and the jejunum 
was directly anastomosed to the terminal ileum. 

The patient declined steadily and died 40 hours 
postoperatively. 


Meconium ileus 


Meconium ileus is closely associated with congeni- 
tal fibrocystic disease of the pancreas. Due to insuffi- 
cient secretion of pancreatic enzymes, meconium be- 
comes inspissated, thus impeding its flow through the 
fetal intestinal tract. Eventually complete intestinal ob- 
struction may occur, most usually involving the distal 
third of the terminal ileum.'** *"! This condition may 
occur during fetal life, at birth, or soon after birth; 
the outcome is frequently fatal. 

Clinically, the infant will demonstrate signs of in- 
testinal obstruction, principally vomiting and marked 
abdominal distention. Occasionally a palpable meconium 
mass will be noted on physical examination. 
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domen (Neuhauser's sign). Fig. 8. Erect roentgenogram with the infant in the inverted position. Note the absence of 


Fig. 8 


Fig. 9 


lain supine roentgenogram of the abdomen reveals gas-filled loops of small bowel. Note the mottled, bubbly appearance within the lower ab- 


uid levels (White's sign). Fig. 9. 


Colon examination by barium enema reveals a very narrow colonic lumen with dilatation of the terminal ileum. 


Roentgen examination will frequently help to es- 
tablish the diagnosis. The: plain film will reveal evi- 
dence of gaseous distention of the small bowel proximal 
to the site of obstruction. White has recently described 
a new roentgen sign to aid in diagnosis of meconium 
ileus. He states that presence of multiple gas-filled 
dilated loops of intestine on the films taken in the 
supine position and absence of fluid levels on films 
taken with the patient erect are characteristic of this 
type of obstruction.’*??, This was not found to be an 
entirely reliable sign by Herson® who stated that fluid 
levels will be present if the infant is taking and tolerat- 
ing fluids by mouth.® 

Neuhauser’® described the presence of a bubbly, 
mottled appearance on the plain film of the abdomen 
due to swallowed air with tenacious meconium. 

If a barium enema is given, the colon appears very 
narrow because of relative lack of material within it.° 

Case 3. The third patient was a newborn white fe- 
male infant weighing 7 pounds 1 ounce. Marked ab- 
dominal distention and regurgitation of bile developed 
6 hours following delivery. 

The plain film of the abdomen with the patient in 
the supine position revealed gas-filled dilated loops of 


Fig. 10. Resected surgical specimen revealing dilated ileum containing thick, 
inspissated meconium. 
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small bowel. Mottled, bubbly densities were noted 
throughout the abdomen, most prominent in the left 
half (Neuhauser’s sign) (Fig. 7). A film with the in- 
fant inverted and held by its legs showed no fluid levels 
(White’s sign) (Fig. 8). 

A barium enema was given, and an extremely 
small lumen of the colon was revealed. The terminal 
ileum was relatively dilated, being somewhat larger in 
diameter than the colon (Fig. 9). 

The infant was operated on 14 hours following 
delivery. The terminal ileum was markedly dilated and 
contained thick, greenish, gluelike meconium. Approxi- 
mately 3 feet of ileum were involved (Fig. 10). The 
colon was collapsed and small. Twenty-four inches of 
ileum were resected and colostomy was performed. 
Postoperative peritonitis and bronchopneumania de- 
veloped, and the patient died on the fifth postoperative 
day. 

é Postmortem examination showed marked inflam- 
matory changes of the peritoneum. The jejunum and 
ileum were distended and contained fecal material. Ex- 
amination of the pancreas showed congenital adenoma, 
marked increase in interstitial connective tissue, and 
atrophy of islets and acini. The lumen of many acini 
was dilated by inspissated secretions. 


Summary 


1. The ileum is an extremely common site of ob- 
struction in infants and children. 

2. Accurate diagnosis and prompt surgical inter- 
vention are of utmost importance for survival. 

3. Roentgen examination with barium enema fre- 
quently helps to establish the diagnosis. 

4. Three cases of ileal obstruction in two newborn 
infants and one in a 3-year-old child have been pre- 
sented, each due to a different disease entity—ileoileal 
intussusception, volvulus of the midgut, and meconium 


ileus. 
4244 Livernois 
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FRACTURES 


of the tibial 


PLATEAU 


E. C. HERZOG, JR., D.O. 
Flint, Michigan 


ee FRACTURE is fracture of the proxi- 
mal extremity of the tibia, usually involving an articular 
surface. This injury follows crushing trauma produced 
by impact of a femoral condyle against the correspond- 
ing tibial condyle. In 1929, Cotton and Berg? described 
this previously infrequent injury and correlated its oc- 
currence with the increasing use of the automobile by 
calling it “fender fracture.” Cubbins and his associates? 
used the name “bumper fracture” to describe the same 
injury. In 1950, Cornell and Hardy® coined a more de- 
scriptive term, “plateau fracture,” that would encom- 
pass all osseous injuries to condyles and intercondylar 
structures of the proximal end of the tibia produced 
by this mechanism. 


Anatomy 


Since the interrelation of structures of the knee 
joint is so important in producing this injury, a short 
review of anatomy of the knee is in order. The knee 
joint is the largest and one of the strongest in the body ; 
the rarity of dislocation testifies to the latter fact. Gray' 
describes it as “consisting of three articulations in one: 
two condyloid joints, one between each condyle of the 
femur and the corresponding meniscus and condyle of 
the tibia; and a third between the patella and the fe- 
mur,” considered as arthrodial in character. The great 
stability of the joint is due entirely to the strength and 
multiplicity of ligamentous structures and to the 
muscles which traverse it. The weakest link in the 
joint structure lies in the expanded cancellous plateau 
of the tibia that is poorly supported by thin cortical 
bone of the upper tibial shaft. These facts, together 
with the strength of collateral ligaments and the density 
of the femoral condyles, account for the frequency of 
fractures of the tibial plateau. According to DePalma,* 
the natural outward deflection of the tibia on the femur 


"Presented at the annual meeting of the American Osteopathic Acad- 
emy of Orthopedics, St. Louis, Missouri, October 29, 1957. 
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at the knee joint allows greater weight-bearing stresses 
on the outer femoral condyle than the inner, but the 
medial condyle of the femur is prolonged further for- 
ward than the lateral, and causes the vertical axis of 
rotation to fall in the plane nearer the medial condyle. 
This fact can be utilized in management of fractures of 
the lateral tibial condyle and explains the reason for 
greater disability following injuries to the medial 
plateau, 


Mechanism 


The mechanism of injury is rather constant and 
may be the result of either direct or indirect violence. 
Fractures caused by direct trauma are the result of 
force in the vicinity of the knee joint with the foot 
fixed on the ground, producing a valgus or, more rarely, 
a varus stress. This results in a downward force of the 
relatively dense condyle of the femur against the cancel- 
lous plateau. This fracturing force is increased by the 
fulcrum effect of the intact collateral ligament. By indi- 
rect mechanism, the force is transmitted in the long 
axis of the femur through the femoral to the tibial con- 
dyles. This is seen in crushing injuries caused by falls 
on the extended leg or in avulsion injuries caused by 
adduction or abduction of the leg. In either mechanism, 
the plateau may be split and displaced downward or 
outward, or may be comminuted and depressed. The 
fracturing force to the tibial plateau is reduced when 
there is a concomitant rupture of the opposite collateral 
ligament. Another mechanism producing tibial plateau 
fractures has been noted by Levetin® who in 1946 re- 
ported. 64 cases of “fatigue fracture” or “march frac- 
ture” of the tibial condyles in soldiers after long hikes 
with full packs. 

Although the automobile accounts for a large per- 
centage of tibial plateau fractures, these injuries fre- 
quently follow falls from porches or scaffolds. In elder- 
ly obese females, a simple twisting mechanism involved 
in stepping off a curb or alighting from an automobile 
may result in fracture of the lateral tibial condyle. 

Cornell and Hardy® found that 50 per cent of their 
cases were due to auto-versus-pedestrian trauma and 20 
per cent were due to falls. They also noted that 63 per 
cent were due to direct violence and 34 per cent fol- 
lowed indirect violence. 


Pathology 


Hohl and Luck’ divide these injuries into the fol- 
lowing types: (1) undisplaced fractures, (2) local de- 
pression fractures, (3) total depression fractures, and 
(4) split fractures. More complex categorizations have 
been proposed by other authors, but this one serves 
the purpose for clarity as well as brevity. 

Fractures of the neck of the fibula often accom- 
pany lateral condyle fractures. Ligamentous lesions 
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invariably accompany fractures produced by abduction 
mechanisms and to a lesser degree are associated with 
fractures of a compression nature. The tibial collateral 
ligament as the fulcrum in many of these fractures is 
always implicated to some degree, and the cruciate and 
lateral meniscus ligaments are frequently involved. The 
fact that peroneal nerve injury occasionally accom- 
panies this fracture must be considered when the fibular 
neck is involved. Hemarthrosis is always present in 
these intra-articular injuries and results in gross dis- 
tention of the joint. Since soft tissue damage is always 
associated with plateau fractures, high priority must 
be given to its recognition and treatment. 


Diagnosis 


Pain is usually present, but it is rarely severe and 
depends to a great extent on the amount of joint effu- 
sion. Disability varies in degree, being most severe in 
medial condyle involvement because of its relationship 
with the line of weight bearing. The degree of plateau 
deformity necessary to produce marked valgus with 
lateral displacement of the foot and ankle can be more 
readily appreciated when the ratio of condyle width to 
tibial length is demonstrated as proposed by Charnley.* 
He states that “if we take the effective width of the 
femoral condyles as 2 in. and the distance from the 
knee-joint to the sole of the foot as 16 in., this will 
give a lever in the relation of 1:8. If the depression of 
the condyle is %4 in., this will result in a lateral devia- 
tion of the foot by 2 in. from the anatomical line.” The 
importance of reduction can be readily seen. Inspec- 
tion shows gross swelling and some degree of ecchymo- 
sis of the knee. Joint fluid can be palpated and patellar 
ballottement is present. Abnormal mobility of the joint 
in the medial lateral plane can be demonstrated. 

Presumptive diagnosis can be made on examina- 
tion alone, but final diagnosis and plan of treatment 
should depend on thorough x-ray studies. Cubbins and 
his coworkers? state: “It is folly to trust even a provi- 
sional diagnosis to anteroposterior and lateral plates, 
and unless the individual is an expert, sterioroentgeno- 
grams will be very misleading.” They advise additional 
oblique views for true evaluation. These views, togeth- 
er with information obtained from physical examination, 
will enable the surgeon to plan treatment intelligently 
and, should the rare case necessitate open reduction, 
give him a fair idea of what he may encounter at 
arthrotomy. 


Treatment 


Treatment of tibial plateau fractures is the subject 
of controversial and extensive literature. Many advo- 
cates of open reduction are vehement in their denuncia- 
tion of anything but exact replacement of depressed 
and comminuted fragments, while some proponents of 
closed treatment go so far as to deny the necessity of 
immobilization of the injured knee. The length and 
type of immobilization after definitive treatment are 
subject to even more disagreemnet. Most authorities, 
however, propose closed reduction and immobilization 
in plaster for the great majority of these fractures. The 
procedure of reduction is usually a combination of ma- 
neuvers based upon thorough understanding of the 
mechanisms involved in producing the deformity. Trac- 
tion on the involved leg, abduction or adduction of the 
lower leg in an attempt to utilize the pull of the col- 
lateral ligaments, and frequently the application of some 
form of lateral compression to the involved condyle are 
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employed. With more severely displaced fractures, a 
compression clamp or mallet may be applied to augment 
reduction. Treatment with insertion of screws or in- 
genious compression devices and bone grafts is usually 
reserved for more severe depressed and split-type frac- 
tures. 

The essentials of therapy as succinctly outlined 
by Watson-Jones® are (1) correction of displacement 
and depression to restore the smoothest possible joint 
surface, (2) immobilization of the limb in plaster long 
enough for union of the fracture and repair of injured 
ligaments, and (3) prevention of wasting of the 
quadriceps muscle by active non-weight-bearing exer- 
cise begun immediately and continued throughout the 
period of immobilization. 


Undisplaced fractures 


Most authorities are in agreement that undisplaced 
fractures of the tibial plateau require no treatment 
other than aspiration of the hemarthrosis combined with 
bed rest and immobilization until the acute phase is 
over. This is followed by non-weight-bearing crutch 
walking until there is x-ray evidence of bony union. 
The importance of quadriceps drill throughout the en- 
tire period cannot be emphasized too strongly. 


Local depression fractures 


The majority of local depression fractures can be 
reduced successfully by manipulation under general 
anesthesia. After the hemarthrosis is aspirated, traction 
is applied. Forceful varus or valgus stress is then ap- 
plied followed by compression over the involved con- 
dyle if lateral displacement warrants it. Anderson and 
Loughlen” and DePalma’ utilize the fracture table for 
this procedure. Since this is a luxury denied many sur- 
geons, its use will not be described. After roentgeno- 
grams reveal satisfactory reduction, a well-fitted cast 
is applied with the knee in extension. The cast is mold- 
ed strongly in the direction of correction utilizing the 
principle of “three point pressure.” Thus a depressed 
fracture of the lateral condyle will be converted to a 
varus or “bow-leg”’ position in plaster. 


Total depression fractures 


Major depression fractures involving one or both 
condyles, including T or Y fractures, frequently pose 
difficult problems of reduction and maintenance of 
satisfactory alignment. The procedure followed in the 
preceding discussion should be adhered to. Frequently, 
however, stronger traction is necessary, and molding 
of the comminuted condyles must be more vigorously 
performed. Skeletal traction through the lower tibia or 
calcaneus on a Bohler-Braun frame is frequently neces- 
sary to hold reduction during the first 2 or 3 weeks 
subsequent to manipulation. This is followed by plaster 
immobilization as described. 


Split fractures 


Split, depressed, or displaced fractures involving a 
single fragment can usually be resolved by closed treat- 
ment. Since these are the only plateau fractures that 
involve large intact pieces of bone, open reduction with 
internal fixation offers an excellent chance of success 
in the event of failure of manipulation. Spigelman’s"' 
“positive pressure” technic and Maatz’s'® “‘spongiosa 
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spring” offer much promise in their utilization of com- 
pression principles. 

It should be quite obvious that manipulation de- 
pending on the pull of ligaments on articular margins 
is doomed to failure in cases with deep condylar com- 
pression. 

It is here that proponents of open reduction argue 
the necessity of elevation of the depressed portion by 
operation. Watson-Jones® and Charnley*® point out that 
not only is the operative procedure of assembling the 
“jig saw pieces” technically difficult but also the assem- 
bled pieces elevated from the spongiosa are totally with- 
out blood supply, so that aseptic necrosis will ensue. 
Cano and Arguelles*® believe that the excellent func- 
tional results frequently seen in this type of case can be 
explained on the basis of the findings of Cornel made 
during reoperations on patients previously treated 
for condylar fractures. They found that reparative 
growth of fibrocartilage had restored a smooth surface 
to the tibial articular surface although roentgenograms 
did not show it. 

Usually osseous damage disclosed at operation is 
more extensive than expected and frequently major in- 
jury to the semilunar cartilage is found. Advocates of 
open reduction seek to justify their approach and sub- 
sequent removal of injured cartilage on the grounds 
that this in itself will prevent future internal derange- 
ment of the joint. Badgley and O’Connor™ point out 
that the meniscus acts as a cushion to hold the femoral 
condyle from further compressing the fractured plateau. 
If manifestations of meniscus injury persist, arthroto- 
my can be performed at a later date. 

Operative approach to tibial plateau fractures ob- 
viously has its place in some severely comminuted and 
depressed fractures that do not respond to closed reduc- 
tion. In such cases careful reposition of fragments 
with preservation of soft tissue attachments followed by 
immobilization in a cast until osseous union is ob- 
served is advised by most authorities. Bone grafts will 
frequently be required to fill the void created in the 
spongiosa by elevation of the condyle. 


Postreduction care 


No matter what type of reduction or immobiliza- 
tion is chosen in treatment of tibial plateau fractures, 
the secret of success is an intact powerful quadriceps 
femoris. Quadriceps drill should be initiated as soon as 
possible after injury and continued on a regular sched- 
ule until weight bearing is resumed. The surgeon must 
personally take part in instruction of the patient and 
recsecors stress the importance of the exercise. 

The duration of cast immobilization is a point of 
controversy, but most authorities agree that active non- 
weight-bearing exercise can safely be started before 
x-ray evidence of complete osseous union. Removal of 
the cast is generally advised in from 4 to 6 weeks in 
local depression injuries and at the end of 10 to 12 
weeks in total depression fractures. Ambulation in a 
long caliper splint with a knee strap insuring weight 
bearing on the intact condyle is prescribed by many 
surgeons. Knee cages or braces should be considered 
totally inadequate protection and unnecessary when 
quadriceps strength is maintained. 


Summary 


The treatment of fractures of the tibial plateau 
frequently poses a difficult problem. This is especially 
true of extensive comminuted and depressed injuries. 
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In spite of the fact that perfect reduction is seldom ob- 
tained, it must be recognized that surprisingly good 
function results if the following aims of treatment are 
fulfilled : 

1. Correction of the valgus or varus deformity and 
replacement of fragments by manipulation. 

2. Support to ligaments and soft tissue structures 
until healing occurs. 

3. Maintenance of quadriceps power. 

There are, of course, indications for operative in- 
tervention in these fractures. For the most part, how- 
ever, manipulative reduction, plaster immobilization, 
and conscientious postreduction care will yield highly 
satisfactory results. 

It has been pointed out that routine or indiscrimi- 
nate operative reduction frequently fails in its objec- 
tive. Indeed as Jenney’® summarized the situation: 
“Compounding a simple fracture is a serious procedure. 
This is what is done when we operate. The surgeon 


must have conscience as well as skill.” 
513 Garland Street 


Discussion 


A. E. Miller, D.O., Los Angeles, California: The best 
part of the paper is Dr. Herzog’s repeated reminder of the 
necessity for quadriceps drills or exercises. We have found in 
our office that repeated attempts of short duration are better 
than a few attempts of long duration during the day. There- 
fore, we have instructed patients to perform quadriceps exercises 
a few times every hour on the hour when they are awake. 

There is little to add to the described mechanism of injury. 
Action of direct violence, of course, is easily understood and 
can create either varus or valgus deformity. The fact that the 
expanded proximal end of the tibia overhangs the shaft on 
either side makes it more vulnerable. Fractures of the lateral 
plateau caused by a fall usually compress primarily the lateral 
condyle because the knee is in full extension and “locked home.” 
If varus pressure is applied with the knee in extension it is 
somewhat easier for the knee to go into flexed position. This 
same phenomenon is seen in the production of ankle fracture 
of the Pott’s or everted type that is more common than the 
inverted. 

I believe that controversy regarding therapy by open or 
closed reduction rages primarily because of differences in in- 
terpretation of the degree of fracture. As Dr. Herzog points 
out, in fractures with minimal displacements, conservative care 
is generally agreed upon. 

As to severely depressed or markedly comminuted fractures 
—that is, the T or Y type—I have not been too successful in 
manipulating the fragments into reasonable apposition and ob- 
taining good results by closed method. I can truthfully say that 
neither have my results been exceptionally brilliant by open re- 
duction. However, I do believe the latter to be the less dis- 
abling. I have not yet seen aseptic necrosis as a result of eleva- 
tion of depressed fragments, which does not mean that it is not 
possible. I believe that after elevation of great degree it is 
advisable to fill the space with bone chips. 

Dr. Herzog’s paper was very well presented. It has been 
my pleasure to discuss it. 

766 S. Kingsley Drive 


References 


1. Cotton, F. J., and Berg, R.: “Fender fracture” of tibia at knee. 
New England J. Med. 201:989-995, Nov. 14, 1929. 

2. Cubbins, W. R., et al.: Fractures of lateral condyle of tibia; 
classification, pathology, and treatment. Surg., Gynec. & Obst. 59:461-468, 
Sept. 1934. 

3. Cornell, C. M., and Hardy, R. C.: 
Surgery 28:735-743, Oct. 1950. 

4. Gray’s Anatomy. Edited by C. M. Goss. Ed. 25. Lea & Febiger, 
Philadelphia, 1948. 

5. DePalma, A. F.: Diseases of knee. J. B. Lippincott Co., Phila- 
delphia, 1954. 

6. Levetin, J. L.: March fracture of articular surface of tibia and 
its relation to osteoarthropathy. Radiology 46:273-275, March 1946. 

7. Hohl, M., and Luck, J. V.: Fractures of tibial condyle. J. Bone 
& Joint Surg. 38 A:1001-1018, Oct. 1956. 


Plateau fractures of tibia. 


Journat A.O.A. 


8. Charnley, J.: Closed treatment of common fractures. Williams & 
Wilkins Co., Baltimor, 1950. 

9. Watson-Jones, R.: Fractures and joint injuries. 
kins Co., Baltimore, 1955. 

10. Anderson, R., and Loughlen, I.: Fractures of tibial plateau: 
treatment by assured fixation technic. Clin. Orthopaedics 4:10-23, 1954. 

11. Spigelman, L.: Positive pressure in reduction of fractures of 
tibial condyles: preliminary report. J. Bone & Joint Surg. 35 A:696-700, 
July 1953. 

12. Maatz, R.: Die Behandlung des Tibia kopfbruches mit der Spon- 
giosafeder. Chirurg. 27:247-249, June 1956. 

13. Cano, L. de la &., and Arguelles, M. B.: Treatment of fractures 
of external tibial condyle. Internat. Abst. Surg. 95:587, 1952; Surg., 
Gynec. & Obst., Dec. 1952. 

14. Badgley, C. E., and O’Connor, S. J.: Conservative treatment of 
fractures of tibial plateau. A. M. A. Arch. Surg. 64:506-515, April 1952. 

15. Jenney, W. W.: Primary operative reduction of simple frac- 
tures. J. A. O. A. 35:451-453, June 1936. 


Williams & Wil- 


Additional references 


Apley, A. G.: Fractures of lateral tibial condyle treated by skeletal 
traction and early mobilization. J. Bone & Joint Surg. 38 B:699-708, 
July 1956. 

Bick, E. M.: Fractures of -tibial condyles. J. Bone & Joint Surg. 
23:102-108, Jan. 1941. 

Cotton, F. J.: Fender fractures. 
(no. 2 A) Feb. 1936. 

Key, J. A., and Conwell, H. E.: Management of fractures, disloca- 
tions and sprains. Ed. 5. C. V. Mosby, St. Louis, 1951. 

Leadbetter, G. W., and Hand, F. M.: Fractures of tibial plateau. J. 
Bone & Joint Surg. 22:559-568, July 1940. 

Palmer, I.: Compression fractures of lateral tibial condyle and their 
treatment. J. Bone & Joint Surg. 21:674-680, July 1939. 

Weber, W. L.: Fractures of tibial condyles. California & West. 
Med. 60:96-98, March 1944. 


Surg., Gynec. & Obst. 62:442-443, 


SYMP OSIUM: Renal tumors* 


Diagnosis 


JAMES R. SNEDEKER, D.O. 


Denver, Colorado 


A. TUMORS OF THE KIDNEY are considered 
malignant until they are proved to be otherwise by di- 
rect visual or histologic examination. Renal tumors are 
classified as either benign or malignant. The malignant 
tumors are the most significant because they comprise 
approximately 95 per cent of the entire group.’ 

While the diagnosis of a renal tumor itself is not 
difficult, the symptomatology presents the largest ob- 
stacle in the way of early diagnosis, since there is no 
one sign or symptom that can be confined to and diag- 
nostic of renal tumors. By far the greatest number give 
no signs or symptoms until the condition is far ad- 
vanced, and the majority are discovered accidentally on 
routine physical examinations. 

The once famous triad of tumor, pain, and hema- 
turia has been outmoded as an early sign of renal 
tumors.! The tumor can be palpated in only about half 
of the cases, and even in those much depends on the 
thickness of the overlying tissue and the position of the 
tumor in relation to the kidney. Pain is present in ap- 
proximately 50 per cent of the cases. This pain is many 
time a dull ache and of almost a nondescript type or it 
may be an acute lancinating pain due to distention of 
the renal capsule or passage of tumorous exudates down 
the ureter. Although hematuria is a frequent symptom, 
it is not consistent. Tumors of the renal pelvis will 
bleed readily while tumors of the parenchymal tissue 
will bleed only when they penetrate the renal pelvis or 
place enough pressure on it to cause rupture of the pel- 

*Presented at the annual meeting of the urological section of the 


American College of Osteopathic Surgeons, Detroit, Michigan, October 29, 
1956. 
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vic veins. This hematuria is usually periodic in type 
and can often be originated by simple manipulation of 
the kidney. 

The signs of general malaise, loss of weight, and 
gastrointestinal symptoms are almost constant in renal 
tumors, but as a rule they occur only late in the condi- 
tion. The physical finding of a varicocele may point to 
pressure of a renal tumor on the spermatic vein or to 
the occlusion of the spermatic vein by metastasis of the 
tumor to the vein ; however, this finding is inconclusive 
and infrequent. 

Verification of the presence of renal tumors is 
usually made by roentgenographic examination of one 
type or another. Other diagnostic procedures such as 
histologic examination of the urinary sediment by the 
Papanicolaou method cannot give conclusive evidence 
of the presence or absence of a renal tumor. 

Roentgenography gives evidence of filling defects 
in one or more calyces or evidence of an enlargement 
of the kidney or an actual tumorous growth. Various 
means can be used in diagnosing renal tumors. These 
are: (1) excretory urography, (2) retrograde pyelogra- 
phy, (3) perirenal air insufflation, and (4) renal ar- 
teriography. 


Excretory urography 


There is probably no one diagnostic modality used 
in the field of urology today more frequently than ex- 
cretory urography. When this examination is well 
done it offers the urologist much important information, 
clearly indicating many silent lesions of the kidney 
that might otherwise go unsuspected. Excretory urog- 
raphy is technically very easy and may be used to a 
great extent as a screening test for urologic conditions. 

The most important contraindications to excretory 
urography is idiosyncrasy to the contrast medium. Be- 
sides the severe anaphylactic reactions that occasionally 
occur with the use of these agents, there may be other 
minor allergic manifestations that occur after a large 
amount of the medium has been injected. Careful his- 
tory taking and careful attention to other drug idiosyn- 
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crasies in these patients will lead to the avoidance of 
many of these untoward reactions. If there is any ques- 
tion of sensitivity in the patient in whom excretory 
urography is to be carried out, retrograde urography is 
the diagnostic modality of choice. As a general rule, 
extremely old or ill patients or other patients with ob- 
vious renal insufficiency should not have excretory 
urography performed.’ 

The main disadvantage to this form of study is the 
incomplete filling of the urogenital tract. Many times 
one calyx or portions of the pelvis or ureter are not 
completely filled. However, by studying the series of 
films made during the course of the study there will 
usually be a fairly complete picture of the entire uri- 
nary tract. The physician must be very careful in inter- 
preting these serial pictures and not read more into the 
urogram than is actually present. 

There are many media that can be used for excre- 
tory urography. It is difficult to evaluate any one me- 
dium as superior to another. The choice of technic for 
roentgenography and administration of the dye is pri- 
marily an individual one. It is well to emphasize that 
the technics of administering the dye, photographing 
the patient, and developing the films should be most 
precise. The interpretation of these cannot be discussed 
in any detail in this article; it requires experience and 
much individual thought. 


Retrograde pyelography 


Retrograde pyelography offers many advantages 
over the intravenous and excretory types of urograms. 
The direct visualization of the bladder and lower uri- 
nary tract combined with the retrograde catheterization 
of the ureters is of utmost value in urologic diagnosis. 
The filling of the upper urinary tract in retrograde 
urography gives visualization that is much superior 
to excretory types of examinations. No comparison can 
be made of the advantages of retrograde pyelography 
over excretory urography, because of the more com- 
plete nature of cystoscopy and retrograde examina- 
tions ; both procedures have their places in the practice 
of medicine. 

The technic of retrograde pyelography is_ well 
known and does not need to be described here. There 
are very few contraindications to retrograde pyelogra- 
phy and these are usually individual in nature. This 
procedure undoubtedly offers the simplest and most 
complete evaluation of the urologic system. 


Perirenal insufflation 


This procedure has become well accepted in the 
last few years. It has been used for outlining both the 
kidneys and adrenal glands either as a separate proce- 
dure or in conjunction with other tests. One of its 
greatest advantages is in differentiating renal conditions 
from enlargements of other adjacent structures, such as 
pancreatic cysts, enlargement of the spleen, and tumors 
adjacent to the kidney. There are many technics for 
the conduct of this procedure. The object is to place 
air or oxygen into Gerota’s capsule so that it will sur- 
round the kidney and adrenal gland. 

One of the two currently accepted procedures is 
the direct injection of oxygen into Gerota’s fascia 
through the area below the twelfth rib, anterior to the 
border of the erector spinal muscle above the iliac crest. 
The other most commonly used technic for this proce- 
dure is the injection of oxygen into the space between 
the anus and the tip of the coccyx to the right of the 
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midline. This allows the oxygen to gravitate to Gerota’s 
capsule and surround the kidney and adrenal glands. 

A more recently introduced procedure is the pre- 
sacral injection of oxygen. This technic is less haz- 
ardous and gives as good outline of the structures as the 
more common procedures. The présacral oxygen injec- 
tion technic is carried out with the patient either in a 
modified Sims or knee-chest position. The skin of the 
sacral coccygeal area is prepared and sterilized. A su- 
perficial injection of anesthetic agent is made into the 
area between the anus and coccyx, and a number 18 
spinal needle is injected into this space. The needle is 
then advanced until its point lies between the rectum 
and sacrum a little above the sacrococcygeal. junction. 
Oxygen is then injected. The usual rate of flow is ap- 
proximately 100 cc. per minute. A total of approxi- 
mately 1,000 cc. will give good delineation of both 
pararenal spaces. Approximately 500 to 600 cc. are re- 
quired if only one pararenal space is to be visualized. 
This oxygen will migrate around the kidneys from the 
force of gravity and positioning of the patient. The 
usual technics can be used with films taken immediately 
following an injection and at intervals of 1, 3, and 12 
hours. If only one side is to be visualized the patient 
should be positioned with the affected side uppermost. 

This particular procedure has involved few com- 
plications. The most common of these is the introduc- 
tion of air into the rectum. This can be corrected by a 
small readjustment of the tip of the needle. Occasion- 
ally some patients will experience passage of oxygen 
posterior to the diaphragm up into the soft tissues of 
the neck. If this complication occurs it can be treated 
by placing the patient in the Trendelenburg position 
until the cervical crepitus disappears. I have seen occa- 
sional instances of nausea following this procedure ; this 
can usually be corrected by placing the patient in the 
Trendelenburg position for 5 to 10 minutes. 

The interpretation of films taken by this technic is 
usually easy because of the definite outline of the renal 
parenchymal tissue. If the oxygen does not diffuse into 
the retroperitoneal space it is either because this space 
is occupied by a tumor or is closed by inflammatory 
reaction. True discrepancies in the parenchymal outline 
of the kidney can easily be observed with this technic. 
Often this technic when used in conjunction with retro- 
grade pyelography is of great value in determining the 
remaining amount of cortex tissue of the kidney. 


Renal arteriography 


The use of renal arteriography has recently become 
popular. This technic offers many advantages in the 
diagnosis of renal disease, including ability to ascertain 
the arterial supply of the kidney, and renographic in- 
terpretation of the parenchymal supply. 

While this technic is not new, its development has 
largely been recent because of newer and safer contrast 
media which have eliminated the undesirable side effects 
experienced during its early stages. Because the haz- 
ards have been greatly lessened in recent years, the pro- 
cedure has become much easier to conduct. 

There are primarily two technics used in obtaining 
renal arteriographs. At first either technic may seem 
formidable, but in reality both are quite simple. The 
choice of technics is an individual one and depends 
primarily on which is suited to the patient. 

The first procedure to be widely used was trans- 
lumbar arteriography. This consisted of introducing a 
contrast medium into the abdominal aorta through a 
needle which was inserted by a translumbar approach. 
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Roentgen exposures were made during the injection 
and within 15 seconds after the injection had been 
completed. 


Recently the femoral arterial approach to the renal 
arteries has been used and found quite satisfactory. 
This technic consists of introducing a polyethylene tube 
into the femoral artery and threading it into the aorta 
at the level of the renal arteries. The contrast medium 
is injected through this tube. This procedure is very 
easily carried out and can be used in any patient with 
no complications of the lower abdominal aorta such as 
aneurysm or acute stenosis. 

In either technic it is of utmost importance that the 
patient be tested by the introduction of %4 cc. of the 
contrast medium prior to the full injection. After this 
test has been made and if no contraindications exist, 10 
ce. of a highly concentrated medium are injected rapid- 
ly through the needle or polyethylene tube with roent- 
gen exposures being made during the injection of the 
last 1 or 2 cc. of the medium. 

The interpretation of arteriograms is still in a be- 
ginning stage, and correct interpretation can be made 
only by one who has had much experience. It is impor- 
tant when interpreting these films that each vessel be 
carefully traced from its origin as far as possible to- 
ward its termination. This examination as a rule will 
show other arteries adjacent to the renal arteries, al- 
though the primary concern of a urologist is in the 
examination of the renal artery for the detection of any 
abnormality that may be present. The renal arteries 
arise from the aorta at approximately the level of the 
second lumbar vertebra with the left slightly higher 
than the right. Each artery then divides close to or 
within the hilum of its kidney and becomes an arcade 
of arteries within the parenchyma. The vascular ar- 
rangement of the kidneys is usually uniform and will 
be consistent in both parenchymal areas. 


Arteriography is of the greatest value in demon- 
strating vascular obstructions of the renal arterial sup- 
ply, thrombosis of the artery, fistulas between the artery 
and vein, aneurysms of the renal artery, and obstruct- 
ing aberrant vessels at the ureteral pelvic junction. This 
study is of utmost value in congenital renal abnormali- 
ties in which aberrant blood supply into the kidney is 
suspected. The distribution of the blood supply to the 
kidney is of utmost importance when a heminephrec- 
tomy or plastic surgery upon the kidney is considered. 
This study is also of value in hydronephrosis when op- 
erative intervention is indicated and plastic repair is 
contemplated. When reviewing these films the physi- 
cian must consider that a kidney is no better than its 
blood supply. 

As a rule renal arteriography is of utmost value in 
differentiating cystic disease from solid tumefactions of 
the kidney, since a renal cyst contains little or no blood 
supply while solid tumors are hypervascular.? In ex- 
amining these films it must also be remembered that 
there can be impingement on the renal artery or pos- 
sible metastasis to the renal artery from carcinoma of 
the kidney. 

Renal arteriography is the technic of choice when 
excretory urograms fail to visualize a kidney and retro- 
grade examination is impossible. The higher percentage 
of complications noted with this method is not serious. 
It is still too early to evaluate the complications com- 
pletely or to give percentage figures and sequelae that 
might be involved. It is well to remember the contrain- 
dications to this procedure which are debility, uremia, 
cardiac failure, severe allergies, and sensitivity to the 
contrast medium. 
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Conclusion 


Several diagnostic modalities that can be used for 
the recognition of renal disorders have been presented. 
[t is well to remember that any of these is only as good 
as the technic of the operator and his accurate interpre- 
tation of the study. It must become foremost in the 
doctor’s mind that the treatment and ultimate cure of 
renal tumors rests on their early diagnosis. Even with 
the excellent means of diagnosis now available, it must 
be remembered that the urologist’s diagnostic acumen 


end high index of suspicion are the best tools he can 
ave. 
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Complications 
ROBERT F. CURTIS, D.O. 
Tos Angeles, California 


i. PRESENT A COMPREHENSIVE discussion 
on complications of renal tumors it is necessary to in- 
clude a consideration of metastasis, hemorrhage, and 
the complications encountered in the diagnostic and 
surgical management. 

The term “complication” is defined medically as a 
disease concurrent with another disease.’ Inherent in this 
definition as applied to renal tumors is the implication 
that the primary lesion produces alterations in renal 
structure and function. This in turn results in compli- 
cating disease processes which may be attributed to ob- 
struction and stasis of the excretory and vascular sys- 
tems of the kidney. The location of the tumor within 
the kidney is a determining factor in the production of 
complications and explains the frequency with which 
the secondary disease is clinically evident while the pri- 
mary lesion remains silent. 


Bearing this concept in mind several observations 
can be made which will improve the diagnostic and 
surgical management of renal tumors. 

The incidence of the complications of hydrone- 
phrosis, pyelonephritis, and urinary calculi is higher 
when tumors are located in the renal pelvis than when 
they involve the parenchyma.’ This incidence attains 
greater significance when it is noted that 5 to 7 per 
cent of all renal tumors involve the upper urinary 
collecting system. This realization illustrates the im- 
portance of careful evaluation of the common entities 
of hydronephrosis, pyelonephritis, and urinary calculi. 
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Benign tumors of the renal pelvis and calices, depend- 
ing on their size and location, produce varying degrees 
of obstruction to the outflow of urine resulting in 
ureterectasis, pyelectasis, and caliectasis with sequelae 
of infection and calculus formation. 


Similarly, neoplastic and metaplastic changes seen 
in the papillomata and carcinomata, and in leukoplakia 
will induce the same complicating entities with em- 
phasis on infection and stone formation. The incidence 
of calculi in carcinoma of the ureter varies from 14 to 
16 per cent while the incidence of stones in carcinoma 
of the renal pelvis has been reported as high as 63 per 
cent.2 In reverse order but germane to this discussion, 
it has been observed that long-standing infection or 
irritation, as is found in chronic pyelonephritis or cal- 
culous disease, can produce metaplasia of the epithelium 
with a resultant leukoplakia.* 


The diagnosis of tumors of the renal pelvis and 
calyces can become complicated when attempting to 
differentiate an obstructive intrinsic tumor defect, as 
visualized on the urogram, from a simulated tumor 
defect due to extrinsic factors. Tumor deformities of 
the renal pelvis and calyces may be simulated by ex- 
trinsic pressure of intrahilar lipomata or aberrant blood 
vessels and require the most thorough investigation to 
establish their true identity, occasionally including sur- 
gical exploration. 


The anatomic localization of tumors of the renal 
parenchyma becomes important from the standpoint of 
the development of complications as it is evident that 
such disease processes will not develop until the ex- 
cretory system is compromised sufficiently to produce 
obstruction and stasis. It is thus clear why a subcapsu- 
lar tumor will be silent until it has attained sufficient 
size to produce pressure and obstruction of the collect- 
ing system, or why a small tumor so situated as to 
compromise the spermatic vein will be discovered while 
investigating a persistent varicocele. 


The relationship of renal parenchymal tumors to 
renal cysts has been sporadically mentioned in the 
urologic literature but is brought into focus when it is 
considered that the incidence of malignant tumors is 
7 per cent in renal cystic disease, increasing to 30 per 
cent where the renal cyst is found to be hemorrhagic.* 
A plausible clinical explanation of a causal interrela- 
tionship between renal tumors and solitary renal cysts 
has been hypothesized by Gibson’ based on experimen- 
tal work done by Hepler. Hepler experimentally in- 
duced large solitary renal cysts in the kidneys of 
rabbits by ligation or fulguration of the renal papilla 
and partial or total occlusion of a branch of the renal 
artery. This caused obstruction of the collecting tubules 
and ischemia of the corresponding pyramidal segment. 
Gibson concluded that a tumor so situated as to produce 
tubular obstruction and vascular occlusion could result 
in cyst formation distal to the tumor. The surgical 
significance of this concept is best presented in the 
words of Gibson :° 


. .. Solitary cysts of the kidney should never be regarded lightly, 
but should all be explored with the idea of malignancy in mind 

. they deserve more than cursory examination because of 
the possibility of small remnants of tumor tissue lurking at 
the base of the cyst or of actual neoplasm located in the paren- 
chyma medial to the cyst wall. 


The major prerequisite in the management of com- 
plications encountered at operation for renal tumors is 
adequate surgical exposure. An operative approach 
which does not allow for rapid exposure, mobilization, 
and direct ligation of the renal pedicle can increase the 
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blood loss and may in some instances prevent the suc- 
cessful removal of the tumor. The classic subcostal 
loin incision in most instances does not give adequate 
exposure and is considered by some as contraindicated 
in operative procedures for renal carcinomas.® The pre- 
ferred approach is one of the various dorsolumbar or 
transabdominal incisions, which give an unexcelled 
visualization of the renal pedicle. 

A complication commonly encountered in renal 
tumor surgery is the profuse bleeding from the large 
fragile dilated venous sinuses in perineal fascia. Such 
venous hemorrhage is best controlled by ligation of the 
renal vascular pedicle, since attempts at ligation of the 
sinuses usually increase the blood loss and prolong the 
operation. 

Other complications encountered at operation are 
adhesions of the tumor to adjacent structures and in- 
vasion of the renal pedicle by the malignant tumor. In 
these instances it is evident that management is en- 
hanced by adequate surgical exposure. 

4041 Wilshire Blvd. 
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Surgical management of 
malignancies 


A. A. CHOQUETTE, D.O. 


Pontiac, Michigan 


I. RENAL MALIGNANCIES, as in malignant 
conditions elsewhere in the body, one fact must be 
remembered: prompt surgical removal of cancerous 
tissue probably affords the best hope for cure today. 
When there are no widespread metastases and the 
function of the contralateral kidney is adequate to sus- 
tain life, surgical removal of the diseased tissue with 
as much of the surrounding loose areolar tissue as 
possible has given the best results. 

Assuming that there is an established diagnosis 
of a probable malignant tumor of the parenchyma of 
the kidney in an operable patient, there are several 
variations in incisions that may be used in surgical 
management. I shall discuss two of the most common 
approaches. 

The fact that there is a variety in types and loca- 
tions of incisions suggests that no truly satisfactory 
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approach for every case has been found. However, 
there are three general principles that must be observed 
if nephrectomy for cancer is to be successful: (1) 
adequate surgical exposure; (2) the earliest possible 
ligation of the renal pedicle ; and (3) careful manipula- 
tion of the kidney to avoid squeezing malignant cells 
into the vascular bed and lymphatics. The latter two 
principles are dependent, of course, on the surgeon’s 
skill and dexterity. : 

Of the various incisions described in the literature 
I wish to discuss the two that are most universally 
used and which, in my hands, have been satisfactory 
in quite a number of cases. I have used the transperi- 
toneal approach in a number of operations for hydro- 
nephrosis and in a few for renal cancer. The incision 
usually starts at the lower border of the twelfth rib 
and extends well below the umbilicus along the course 
of the rectus muscles. After the peritoneal cavity has 
been entered, the’ colon is mobilized with gauze and re- 
tractors, and the parietal peritoneum is opened from 
below the lower pole of the tumor upward to well above 
the flexure of the colon. As the posterior peritoneum 
is dissected medially, the area of the renal pedicle is 
exposed. After the pedicle is localized and inspected, it 
is clear of fat and mobilized and, if possible, three 
kidney clamps are applied. If difficulty is encountered 
in locating the pedicle, it is well to pick up the ureter 
and trace it to the pelvis of the kidney where the renal 
artery then can be easily recognized. As mentioned 
before, a primary consideration is early ligation of the 
pedicle. The fat is carefully dissected from the vessels. 
The vessels are then free for a distance of 1 to 2 cm., 
and three clamps are applied. The renal artery and 
vein are severed and properly ligated. I use heavy silk 
sutures. When I am not able to clean the vessels too 
well, I use a transfixion suture of #1 chromic gut. 
Exploration of the posterior gutter is not done at this 
time. When difficulty is encountered in finding the 
pedicle and identification is made by tracing the ureter, 
I use a double ligature on the ureter, apply phenol, and 
use the proximal end for traction. Ligation of ureter 
is carried down as far as is practical. 

Having securely ligated the renal artery in this 
manner, I then proceed to dissect the kidney. The next 
step is locating the ureter, which is usually easily ac- 
complished because in this area of its course it usually 
lies in the groove. The ureter is dissected down as far 
as is convenient, 20 to 25 cm. of the ureter being ob- 
tained with this incision. The ureter is double-clamped, 
ligated, and severed. Phenol is applied to the ends. I 
institute dissection of the kidney at the lower pole. 
When the pedicle and ureter have been ligated, the 
kidney must be manipulated carefully to prevent 
squeezing malignant cells into any aberrant vessels that 
might be present or rupturing a necrotic area of the 
kidney which would result in seeding of the wound. 

Blunt dissection is preferred where it is possible 
to use it. However, in long-standing cases, adhesions 
are common and must be severed by sharp dissection. 
As the operator frees the lower pole and proceeds to 
the upper pole, he must always be conscious of aber- 
rant vessels coming through the diaphragm. Therefore, 
any resistant tissues in the area of the upper pole are 
resected by sharp dissection and ligated between hemo- 
stats. 


Following removal of the kidney en masse, a 
thorough exploration is made of the renal pocket and it 
is ascertained that all vessels have been ligated and the 
fossa is thoroughly dry. Next, the remaining pedicle 
is explored for lymph nodes along the course of the 
artery and vein, and to explore thoroughly the posterior 
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chain ganglion that so frequently lies in the groove of 
the psoas muscles. ; 


The ovarian or spermatic vein that frequently fol- 
lows the course of the ureter, especially on the left side, 
should be ligated in the usual manner if it is encoun- 
tered. 


When hemostasis is complete and the renal fossa 
has been thoroughly explored, closure is easily accom- 
plished. I prefer always to use a drain tube in these 
cases. The drain tube is easily passed through an area 
below the twelfth rib into the loin and placed directly 
into the fossa. One thin suture is usually adequate to 
hold the drain in place. 


In a transperitoneal incision, the parietal perito- 
neum is closed in its entirety with a continuous O 
chromic suture. The anterior abdominal peritoneum 
is also closed with a continuous O chromic suture; the 
surgeon may or may not wish to approximate the rectus 
muscle. The fascia is closed, either with a continuous 
suture or interrupted suture; I prefer an interrupted O 
chromic suture. The skin and subcutaneous tissue are 
closed with a vertical mattress suture of silk. The 
patient is returned to bed and adequate postoperative 
care is instituted. The drain tube is removed within 24 
to 48 hours, depending on the amount of drainage 
present. 

In recent years at the Kansas City Osteopathic 
Hospital we have found the need for the transabdomi- 
nal approach to be less and less. I think that probably 
stems from a rather serious complication that occurred 
which, in my opinion, happens more frequently than is 
realized. Generalized peritonitis developed as a result 
of spillage of infected material in a cancerous kidney. 
I am very, very desirous of keeping the peritoneal 
cavity intact at all times while I am operating on a 
kidney ; therefore, in recent years I have used the lum- 
bar approach even in cases of large tumors. 

The usual lumbar incision extends from the costo- 
vertebral angle on the affected side to a point near the 
anterior superior spine of the iliac crest. Depending on 
the size of the tumor and the mobility of the kidney, I 
may or may not make the incision parallel to the twelfth 
rib for the greater part of its course. In the average 
case with a normal mobility of the kidney, however, a 
transverse and slightly oblique incision will usually 
suffice. The objectives of early ligation of the pedicle 
and extremely gentle manipulation of the tumor and 
kidney apply in this approach as in others. By making 
a wide incision throughout its depth, the lower pole and 
midportion of the kidney are usually encountered im- 
mediately under the incision. Where this is done the 
renal fascia is entered’ and the incision extended down 
and medial to the pedicle. Deflecting the abdominal 
peritoneum as the incision progresses, the renal pedicle 
is identified in the same manner as in the transperito- 
neal approach. If identity is difficult, the ureter may 
be first identified, clamped, doubly ligated and severed ; 
then by gentle dissection it may be freed to the pelvis 
of the kidney and from there the renal artery and vein 
may be easily identified by palpation or visual observa- 
tion. After proper identification is made three clamps 
are applied to the pedicle, if possible, the third being 
used to prevent any regurgitation of kidney content 
into the fossa. Great care is exercised in the applica- 
tion of the ligatures to the pedicle. It is treated in the 
same manner as described in the transperitoneal ap- 
proach. 

After ligation of the pedicle has been accomplished, 
dissection and removal of the kidney are accomplished 
in the same manner as above described. Thorough 


321 


| 
| 
here 
#2) 
& 
= 


exploration of the renal fossa for lymph nodes is al- 
ways made. . After ascertaining that hemostasis is 
satisfactory, the incision is closed in the usual manner. 
A small Penrose drain is placed in the fossa for 24 
to 48 hours, though I feel that this may not be neces- 
sary in many cases. 


I would again call attention to the two things that 
I always strive to accomplish: early ligation of the 
pedicle before any manipulation of the kidney has been 
done, and removal of as much loose areolar tissue as 
possible with the kidney, to give a cushion of protection 


in case of any rupture of pyogenic or necrotic areas. 

A great deal of care is exercised in removing the 
kidney so that no raw surface, such as the end of the 
ureter, touches the incision. It is quite easy to be care- 
less and seed the incision with malignant cells in an 
otherwise clean case. I cannot overemphasize the im- 
portance of absolute ligation of the pedicle in all ne- 
phrectomies, nor can I stress enough gentleness in the 
dissection of the kidney and the constant possibility of 


aberrant vessels. 
Pontiac Osteopathic Hospital 
50 N. Perry Avenue 


The AN ALY TIC treatment of 
SCHIZOPHRENIA* 


ALBERT M. HONIG, D.O. 
Doylestown, Pennsylvania 


The use of steam, electricity, wind, water and other in- 
voluntary forces in nature is dependent on the intelligence of 
an engineer. Our subconscious power cannot function without 
its own engineer—our conscious technique. It is only when an 
actor feels that his inner and outer life on the stage is flowing 
naturally and normally, in the circumstances that surround him, 
that the deeper sources of his subconscious gently open, and 
from them come feelings we cannot always analyse. For a 
shorter or longer space of time they take possession of us when- 
ever some inner instinct bids them. Since we do not understand 
this governing power, and cannot study it, we actors call it 
simply nature.’ 


This beautiful quotation from a basic textbook in 
acting could very well describe my feelings about the 
treatment of schizophrenia as it exists today. Of course, 
the scientific writings of psychoanalytic theory with 
their universality are usable as a framework for study 
and treatment of the human personality, but treatment 
technics still stem from the unconscious resources of 
the therapist who uses them. 

The treatment of schizophrenia, like that of any 
other disease, is more successful as the physiologic and 
pathologic processes come to understanding awareness. 
In order to illustrate better some of the problems that 
must be faced in the analytic treatment of schizophrenia, 
it would be well to review from its beginning in modern 
psychiatry this strange and most challenging of mental 
processes. 

Emil Kraepelin (1856-1926) is the first name of 
great importance. He adopted the French psychiatrist 
Morel’s term, dementia praecox, and concluded after a 
panoramic study of thousands of patients that a “state 
of dementia was supposed to follow precociously or 
soon after the onset of the illness.”? He thus doomed 
his patients as far as prognosis went, even by his termi- 


*Presented at the annual meeting of The American College of Neu- 
repsychiatrists, Dallas, Texas, July 15, 1957. 
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nology, for one who is demented can never function 
normally. 

Kraepelin divided his patients into three groups: 
the hebephrenic, the catatonic, and the paranoid. His 
descriptions of hallucinations, delusions, incongruous 
emotivity, negativism, and stereotyped behavior are 
both accurate and brilliant, and it must be concluded 
that his organic and metabolic approaches still exist 
today in modern psychiatry as chemical approaches to 
mental disease. However, whatever the ray of light 
Kraepelin brought to the confusion that existed before 
his work, I feel that his influence has hindered the un- 
derstanding of the schizophrenic process, and perhaps 
held back the development of its treatment. 

Eugene Bleuler (1857-1939), the famous Swiss 
psychiatrist, is responsible for the name “schizophre- 
nia,” referring to what he called “the splitting of the 
various psychic functions.”* Bleuler concentrated on 
the processes of the thinking disorder itself, and thus 
dealt a blow to the organic approaches of Kraepelin. 
He described the disorder of the process of association, 
which to him was the most important characteristic of 
schizophrenia. He also described autistic behavior and 
ambivalence. Later, Bleuler was influenced by Freud, 
and used Freud’s concepts of symbolism. In his book 
he mentioned that mental causes probably produced the 
symptoms of the disease, but that he could not dismiss 
organicity as the cause. He thought that perhaps a 
toxin was responsible. 

Adolph Meyer (1866-1950) reopened the psycho- 
logic approach to schizophrenia, and this disorder be- 
came one of the major interests in his life. He wanted 
to study each patient from the beginning of life, that 
he might find all the factors contributing to the patient’s 
condition. He called. his approach psychobiologic,’ 
bringing into play both the beginning biologic and the 
psychogenic environmental factors. 

Carl Jung (1875-) made several important contri- 
butions to schizophrenia while he was still under the 
influence of Freud. He was the first to fully apply 
psychoanalytic concepts to schizophrenia; he said that 
it was an emotional disorder causing abnormal meta- 
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bolic changes inflicting physical damage on the brain 
( psychosomatic ).* 

Paul Federn (1871-1950) was the Viennese con- 
temporary of Freud who became most interested in the 
psychoses. Federn contributed knowledge of deper- 
sonalization and estrangement. He also said:* “. . . 
firstly, [psychotics] are still capable of transference ; 
secondly, one part of the ego has insight into the ab- 
normal state [he was thus the first to believe the psy- 
chosis could be cured with psychoanalysis] ; and third- 
ly, a part of the personality is still directed towards 
reality.” 

Pinel is important as an advocate of closer personal 
contact between physicians and patients as long ago as 
the French Revolution.? 

I will refer quite often during this paper to the 
three men whom I consider most important to the treat- 
ment of schizophrenia: Freud,** Sullivan,” and John 
Rosen,’ and so will only mention their contributions 
here. 

At this point I would like to say that basically 
there is no difference in psychosexual development be- 
tween a psychotic individual or any other individual, 
whether he is a newborn with his life ahead of him, or 
“character-type” neurotic, or any other type of neurotic 
patient, once the psychosis is resolved: In striving to 
reach maturity, or that which Freud called the genital 
level of development, all humans cross the same bar- 
riers. 

For descriptive purposes, the analytic treatment of 
schizophrenia can be separated into two phases. It 
should be understood that these phases, although they 
exist in the plan of therapy, cannot actually be separat- 
ed; they may develop simultaneously. 

Phase I is the destruction of the schizophrenic 
complexes and production of anxiety; and Phase II is 
the working through and guidance of the ego to ma- 
turity. 

Psychiatrists whose work is with the analysis of 
neurotics will say that Phase I is no different from “re- 
sistance analysis” mentioned by Reich.® 

In a broad sense this is true, but the hallucinatory 
experiences, delusions, and pathologic thinking of the 
psychotic patient are so unique that the attack upon 
these processes must be very different from the technics 
used in the treatment of a neurotic. 

Schizophrenia is a complete way of life. The psy- 
chotic patient is completely emotionally fed by his sys- 
tem. He thinks his psychosis is his triumph over death, 
as he remembers the dread and extreme anxiety he felt 
as he began to lose his ego boundaries and pass into his 
world of unreality. Sullivan’ described this dreadful 
feeling in sensitive terms, and compared it to the feeling 
one would get from a sudden blow on the head which 
would cause unconsciousness. I believe that in electric 
shock therapy the patient re-experiences these feelings 
of horror or dread, because I have noticed reactions in 
patients recalling electric shock therapy similar to those 
noticed in recalling the regression into psychosis. 

Isakower’® describes a phenomenon in falling 
asleep similar to what is seen in regression before 
schizophrenia. The patient loses his perceptive ego: he 
can no longer experience the world around him; he re- 


gresses to the archaic ego of neonatal life (the body . 


ego) and becomes concerned with bodily sensations, 
the energy then being collected within his own body. 
The libido withdrawn from the external world does not 
remain in the body, and body distortion takes place. 
There is temporal and spatial distortion of all real 
objects. 
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Upon re-experiencing these feelings of dread as he 
emerged from the psychosis, one schizophrenic man 
would grab his arm and shout, ‘““Where’s my arm? 
You’ve stolen it. Give me back my shoulder. My leg is 
out there,” and would cringe and scream in complete 
terror. 

An acutely schizophrenic woman, who was com- 
mitted to a state hospital when she attempted to strangle 
her newly adopted son, told me that she felt the world 
was coming to an end; there was complete darkness 
and coldness ; her mother’s voice told her to quickly kill 
the baby and herself. 


A 14-year-old boy told me that when he first went 
crazy he heard terrible noises: thunder and lightning. 
He thought he would die, but finally all became peaceful 
again. In his words, “God placed His hand on my head 
and protected me.” He thus became psychotic and the 
dread disappeared. 


In treatment, I find that patients will guard their 
psychoses with all the cleverness, trickery, guile, and 
violence they can muster, to protect themselves from 
this anxiety. They know that if their false system is 
destroyed they will again experience the anxiety. Yet 
there always remains a certain amount of perceptive 
ego with which the psychiatrist can work. This is the 
part that keeps track of time and space, allows patients 
to keep a running report on such things as births and 
deaths in the family, and even allows them to follow 
politics. But the psychosis remains rock-ribbed, and the 
anxiety remains controlled. 

The anxiety felt by the schizophrenic might be 
imagined as similar to facing a firing squad with rifles 
cocked, and a count of ten being shouted off. 

The longer a patient has remained within his psy- 
chosis and been away from reality, the more intricate 
and detailed are his responses to his internalized world, 
and the more reluctant he becomes to give up his ab- 
normal way of life. 

I agree with Rosen® that if given two similar pa- 
tients, one previously treated with electric shock and 
the other not, are treated by “direct analysis,” the non- 
shocked individual will make a quicker and more social 
recovery than the one who has been shocked. I would, 


In treatment, I find that patients 
will guard their psychoses with guile, 


cleverness, trickery, and violence . . . 


then, here list the effects which I believe electric shock 
therapy has on psychoses : 

1. Electric shock therapy definitely prolongs the 
treatment situation. 

_2. Larsen and Vraa-Jensen™ have found the fol- 
lowing pathologic effects: contraction of the intra- 
cranial arteries; signs of ischemia under the areas of 
electrode application, upon autopsy ; thickening of lep- 
tomeninges ; small fresh hemorrhages in the superficial 
cortical layer ; infiltration of leptomeninges with lympho- 
cytes, fibroblasts, and occasional plasma cells; and 
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edematous exudation in the cortex down to the fifth 
layer (Bodian stains). 

3. Oxygen saturation experiments done at Ohio 
State in 1955!" showed that oxygen saturation of the 
blood after shock was below average normal function- 
ing levels. They concluded that many complications and 
deaths were due to anoxia. 


Treatment 


I have outlined both problems that exist before 
treatment is begun: the extreme anxiety which the pa- 
tient fights against re-experiencing and the problem of 
electric shock therapy, and how it effects treatment. I 
am now prepared to describe the treatment processes. 

Phase I.—Battling the Defenses.——Rosen® de- 
scribes the different technics he may use to break 
through the patient’s defenses. Besides those he de- 
scribes, there are several other things that are important 
to me in treatment. 

The aim of therapy is to reproduce anxiety. The 
methods used cannot be learned from a book. Direct 
therapy, like any therapy applied in medicine, is an art. 
Each individual therapist must make use of the re- 
sources of his own personality and apply them. Just 
as the actor must use his emotions to move an audience 
and yet have complete control of these emotions, the 
therapist must know his own unconscious reactions. 
The patient does not give the therapist time to learn his 
part ; he must be alert to interpret each breath, gesture, 
movement, or verbalization that the patient may have. 

To the patient, who feels it is his life that is at 
stake, the therapy is always a battle. Before he sur- 
renders his defenses he must have present satisfaction 
and future security, and he will protect his psychosis 
in every way possible until he feels certain that these 
two factors are present. In treatment I have always 
tried to pick out the one main defense that the patient 
may use that day and to stick with it until I have the 
defense destroyed. For example, I have stayed with a 
patient who used the third person to speak of himself 
for 6 to 8 hours, until he once again spoke in the first 
person. Rosen* once stayed 10 hours at the bedside of 
an acutely schizophrenic woman until she repeated his 
name; only then could he conclude the therapy for that 
day. 

To conduct this type of therapy, the therapist must 
have an intact ego, and the only way I know to achieve 
this is by thoroughly disciplined personal analysis. His 
personal analysis may have to continue at intervals 
when new blocks occur in therapy. He must be sensi- 
tive to these blocks because they interfere with the 
progress of a case, and may be the difference between 
recovery and re-regression. 


In brief, the therapist must first battle the patient’s 
psychotic defenses and destroy them, and then he must 
offer his patient a real object, powerful, secure, loving, 
and understanding enough to save him from his anxiety 
and his psychosis. This will be the patient’s first con- 
tact with reality, and it must be a binding one. 

Of equal importance are the assistant therapists, 
who lend warmth and emotional support to supply the 
environment with satisfaction and security. Therapy 
continues all during the waking hours in our units, and 
interpretations of the patient’s behavior may continue 
as the occasion arises. 

Bateson" has noted that the mother is the child’s 
first contact with reality, and all subsequent interper- 
sonal relationships are experienced in terms of the re- 


324 


actions of the baby toward its mother. This is certainly 
applicable in the treatment of schizophrenia. 


Rosen® has repeatedly stressed the oral content in 
the verbalizations of schizophrenics. I believe that in 
regression the patient attempts to unconsciously re- 
experience the feelings that were felt in the womb, be- 
fore birth. Since it is no longer possible to return to the 
womb, he constructs an enclosed shell of his own—an 
unrealistic wall that protects him from reality. 

Hallucinations in the psychotic patient represent 
the psychologic feeding process; when the symbolism 
in his speech is understood, it will be found to be related 
to mother. Rosen* has found that genital interpreta- 
tions are not meaningful, and that patients respond only 
to oral interpretations at the early stage in treatment. 
I have found from my own experience that this is so. 
The psychotic cannot tolerate the feeling that his moth- - 
er does not want him, a feeling that is a memory trace 
existing during early infancy. The closest feeling of 
being at the breast is being experienced from the hal- 
lucinations. With the voices he can remain passive, 
much as a baby at the breast. “Milk, drink, bars,” was 
the constant preoccupation of thought with one catatonic 
patient I have seen. He would answer a question such 
as, ‘““What day is it?” with one of these expressions, 
constantly looking up at the ceiling, much as a child 
looking up at mother’s breast. 

The first important phase of treatment is to work 
completely through this breast fixation and the need for 
the incorporated mother of infancy. In various phases 
of treatment with this same catatonic boy, I would say, 
“Jimmy, your mother called and wants you to drop 
dead.” When he was catatonic and quiet, this interpre- 
tation would be meaningless. When in a catatonic ex- 
citement on the way to recovery, this same saying would 
drive him wild. He would foam at the mouth, scream, 
and should, “Stop, don’t eat him,” and it would take 
three strong men to control his thrashing around and 
prevent him from being hurt. Now, since he is well, 
he asks me please not to mention his mother; it hurts 
him when I do, but he says, “So what? I don’t need 
her.” 


When the patient has thoroughly worked through 
the need for this infantile memory of a mother, he often 
cries; there may be depression or melancholia, and he 
may feel the feelings of a normal child, the peace and 
calm of a nursing baby. This, I believe, is the most 
important and most difficult part of therapy. Once the 
patient has worked through this, there is little danger 
of regression into schizophrenia again. 

I must mention that I have watched various young 
women who are blessed with a wonderfully strong ma- 
ternal instinct and who believe that all that is nec- 
essary to cure sick patients is to work with them. 
They attempt to nurse the patient as they would their 
own baby, making up for the perversion of this same 
instinct that existed in the patient’s own mother. I hope 
that I have conveyed the idea, so far, that schizophrenia 
is a disease process, and while providing these needs is 
very important, it is not enough to get a patient well. 
The patient is an adult who has experienced growth at 
various levels of psychosexual development, and the 
therapist must deal with the aggression and trickery 
that also exist. Freud has said frustration produces 
growth, and a good therapist must unconsciously per- 
ceive this in his patient, just as a good parent perceives 
it in his or her child. 


_ _ 1 think Rosen’s major contribution is to Phase I, 
in his technics for handling the patient’s defenses. Sul- 
livan’ understood and wrote about the mother-child re- 
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lationships and the fears and anxietiés of an unloved 


and unprotected infant. Generally speaking, the seeds 
of psychosis are sown during the first year of life. 


Rank™ sums up my view by stating that the strong- 
est resistance to the severance of the libido transference 
at the end of analysis is expressed in the form of 
earliest infantile fixation on the mother. 

Phase II.—Maturation of the Personality.—This 
phase owes its development to the contributions of 
Freud, and his disciples, Abraham™ and Ferenczi.'* 
In this phase of treatment the patient is supported with 
love and guided with interpretations. The psychotic 
defenses are waning, and the energy that was needed to 
maintain these defenses is transformed then into free 
floating anxiety. With the therapist as the mother ob- 
ject (the infant’s new source of strength and nourish- 
ment) the feeling of being reborn begins to emerge. 
The food is security and knowledge. It is of great im- 
portance to “feed” the patient with delicate care, and 
only oral interpretations are made—a projecting object 
explained as a breast, and any opening as a mouth. I 
feel that the oral period is the most important in schizo- 
phrenia, but the patient must pass through all the 
phases of psychosexual development: the anal, phallic, 
and genital. This occurs in a short space of time—per- 
haps a twentieth of the time it takes a normal child to 
mature. 


I have already described the feelings of the oral 
sucking or breast period and shown how the concept 
of regression is related to Isakower’s’® concept of fall- 
ing asleep. Lewin’ expanded upon Isakower’s work in 
his theories of the dream screen. I recall the frequent 
feelings of choking and smothering that schizophrenics 
mention. I believe that they originate from the feelings 
of the mouth being enveloped by the large breast of the 
mother. 

The schizophrenic usually feels guilty about eating 
or biting (the second part of the oral phase). This 
oral aggressive drive somehow was distorted in the 
mother-child relationship. In all cases there exists the 
ambivalence of eating the object and being eaten. I 
remember one man who screamed in horror as I came 
near him and shouted, “Don’t eat me up; I feel as if my 
body is a bloody mess, torn apart—you’ve got the teeth 
of a whale.” The therapist must recognize the process 
of oral incorporation and reassure the patient that he 
will not be eaten, that he should not feel guilty about 
eating, and that this is a normal experience. 

Sometimes it may be necessary to create anxiety to 
show the patient that his fears are only imaginary. One 
patient complained of pain in his mouth when he awoke 
from his psychosis, and the interpretation was made 
that he felt guilty because of eating. The imaginary sit- 
uation was alleviated by a real situation of taking him 
to a dentist. Another patient vomited violently, and an 
oral interpretation was made that this was his way of 
getting rid of his “bad imaginary mother.” 

It is constantly necessary for the therapist to grant 
the patient his right to oral satisfaction as each hal- 
lucinatory past memory trace of his doing something 
bad comes to consciousness. 

It is important to realize that to a patient with this 
oral aggression other projecting objects signify a breast. 
In the case of 5-year-old Hans, analyzed by Freud's 
indirectly, who exclaimed on seeing a cow milked that 
milk was coming out of its penis. Here, in the uncon- 
scious, a penis symbolized the breast. 

It is important to mention that at this phase of psy- 
chosexual development in the treatment of schizo- 
phrenia other symptoms of psychosis develop. One 
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The longer a patient has remained 
within his psychosis . . . the 
more intricate and detailed are his 
responses to his internalized 
world, and the more reluctant 
he becomes to give up his 


abnormal way of life. 


patient alternately became manic and depressive as he 
recalled the early feelings of eating and being eaten, 
and the feelings of elation and depression that came out 
of his early infancy and contact with his mother. These 
variations in behavior must be interpreted and the ther- 
apist must convey to the patient that he is the “new 
mother” (object reality), that what he mourns for is 
something out of his past, that now he no longer needs 
his old mother. These alternations in behavior are good 
prognostic signs, for they show that normal feeling 
tones are seeping into the personality, and the fixed 
psychotic defenses are beginning to loosen. 

I follow with great interest the progress of a 
schizophrenic patient through his choosing an object in 
reality to gain his oral libidinal desires, for most often 
as he does this the hallucinatory symptoms of his in- 
sanity disappear. The loss of both auditory and visual 
hallucinations at this time reinforce my belief that the 
illusions and voices are an oral feeling gratifying 
necessity. 


When the hallucinations are gone, the delusions 
may still persist, because they are related to the anal 
phase and the necessity for the patient to feel omni- 
potent. 

Rosen® describes the maneuvers he uses to show 
patients that he is more omnipotent than they, and I 
have found them most useful. He becomes Wellington 
if the patient is Napoleon, refights the Battle of Water- 
loo, and always wins. 

During the anal phase I am permissive with anal 
erotic desires. The 14-year-old boy I mentioned before, 
when in my office in the state hospital, would lean 
back against the door stop and let it glide through his 
anal sphincter, simply explaining that it “felt good.” 
The anal retentive phase is always difficult to treat. 
Here the patient is filled with hostile, sadistic, and also 
masochistic desires toward the therapist. His symptoms 
are difficult to move, anxiety is extremely hard to pro- 
duce, and often the threat of sadistic punishment is 
necessary. Occasionally I may say to a patient, “You 
are not so powerful. I am more powerful. I could kill 
you with one blow. I won't kill you, though; you are 
my son and you need me to love you.” Those who treat 
obsessive compulsives with analysis know of the diffi- 
culty in budging the patient’s defenses. I find that with 
direct analysts in a controlled environment, faster prog- 
ress can be made. Frequently the compulsive symptoms 
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are a defense against incest wishes, and interpretations 
must be made. 

The ego continues to grow, but generally speak- 
ing its development is slow. Sterba’® speaks of the 
“viscosity of the libido” ; I see no shortening of psycho- 
logic treatment beyond the limits of the rate of growth 
of the libido in each different individual. 

The phallic phases of growth are interesting in the 
application of direct analysis. Oedipal problems must 
be worked through with the schizophrenic and can be 
guided by direct therapy. The father enters the trans- 
ference and all the memory traces of the third to fifth 
years are aroused. One boy asked if he was a homo- 
sexualrand accused all of us of wanting to have anal 
intercourse with him. A boy may not limit this to his 
father, and the psychotic will also accuse his mother, 
or brother figures, of trying to seduce him anally. 

I may tell the patient that he can masturbate if he 
wants to and to fantasy women objects (even the 
mother, who is the first female object in the boy’s life). 
This is to overcome the guilt that either male or female 
patient may have to this normal onanistic act. To the 
girl I try to explain by interpretation that the vagina 
and not the clitoris is the sexual organ of maturity for 
the female. Development continues, and pregnancy 
fantasies toward the therapist may arise as they do in 
children of female neurotics. Here, interpretations are 
frequently necessary, making the therapy more inter- 
pretative than active. 

The reward when the patient reaches maturity is 
the same as we all have in watching our own children 
grow up, and we therapists are proud to see our patients 
leave us and enter mature lives of their own. We wel- 
come their visits to us and are interested in the progress 
of their own roles as parents. 


HEMATURIA 
in INFANTS 


and its significance* 


NELSON D. KING, D.O. 


Kirksville, Missouri 


| MAY BE gross or micro- 


scopic. In any discussion of hematuria, it should first 
be understood that the same causes may be responsible 
for both kinds, and in this paper no attempt will be 
made to separate the two. Necessity for frequent uri- 
nalysis in the well baby should be kept in mind. 

Gross hematuria is usually observed by parents. 
They say.that their child is “passing bloody urine.” By 
“bloody” they may mean that the urine is bright red, 
brownish, or pink. The parent should be advised to 


*Presented at the annual meeting of the American College of Osteo- 
pathic Pediatricians, Dallas, Texas, July 11-13, 1957. 
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I would like to emphasize clearly the magnitude of 
the problems that arise in the treatment of the psy- 
choses. But for those who are interested, I feel there is 
no field of scientific endeavor that presents more of a 
challenge and more area for creativity and imagination 


than the treatment of schizophrenia. 
Route 3 
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bring the child immediately to the hospital or office 
for evaluation. It then becomes the physician’s duty 
to determine whether the urine is truly bloody or con- 
tains some other reddish pigment. 

It would be pertinent at this point to determine the 
significance of hematuria by discussing differential 
diagnosis based on reddish urine. 

The most common red pigment in urine, other 
than whole blood and easily confused with it, is hemo- 
globin. The second most common is vegetable coloring 
such as appears after ingestion of beets. The third red 
coloring is from urea, and the fourth from sulfonamide 
intoxication. Let us briefly differentiate between these 
factors that mimic hematuria. 

Hemoglobinuria is usually secondary to hemoglobi- 
nemia and also may occur during some infectious dis- 
eases, after sulfonamide medications and various 
poisonings, and: as a transfusion reaction. Paroxysmal 
hemoglobinuria is a rare disease that in susceptible in- 
dividuals frequently follows exposure to cold. On 
chilling, autohemolysin present in blood plasma com- 
bines with red blood cells. When the blood is warmed, 
hemolysis occurs. It is accepted that paroxysmal hemo- 
globinuria is caused by syphilis and should be so treat- 
ed. Pigment similar to that seen in hemoglobinuria is 
sometimes noted in the urine of infants whose formula 
has been made with well water containing nitrates. 
Diagnosis of this methemoglobinuria is further facili- 
tated by associated cyanosis. The red color of urine 
after ingestion of beets is transient and can be ex- 
plained by history of beet ingestion; that from uric 
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acid and urea by microscopic examination of urine. 
Sulfonamide intoxication can be diagnosed from the 
history of drug ingestion and by microscopic examina- 
tion showing bright red color, drug crystals, and no 
casts. 

Having proved that all red urine does not contain 
blood, we come to the sometimes difficult differential 
diagnosis of hematuria. To help in understanding the 
significance of the causes of hematuria, I will list the 
etiologic factors that can be involved in its production, 
according to Campbell.* 

As illustrated by Campbell, the usual causes of 
hematuria are: 


Kidney : 
tumor pyonephrosis 
polycystic disease stone 
tuberculosis trauma 
nephritis infected hydronephrosis 
pyelonephritis granular pyelitis 
mobile kidney 
Ureters: 
stricture stone 
ureteritis periureteritis 
Bladder: 
acute or chronic cystitis (with or without 
ulceration ) 
trauma tumor 
vesical varicosities stone 
foreign body 
Prostate and urethra: 
posterior urethritis stricture 
polyps of urethra or stone 
verumontanum foreign body 
urethritis trauma 
(in the male) (in the female) 
prostatitis erosion of 
vesiculitis cervix, 
ulceration of vagina, 
meatus or or labia 
prepuce 


As I stated earlier, hematuria is probably nine 
times out of ten reported by parents, and to them it 
is a very startling phenomenon. I think that because 
it is startling the physician sometimes is apt to minimize 
its importance so as to quiet the parents. In minimiz- 
ing the symptom, however, he is likely to fail to appre- 
ciate the dangers to which hematuria may be pointing. 

All pediatricians believe that sudden gross hema- 
turia in a child is most likely caused by acute glomeru- 
lonephritis. Next in etiologic order are acute urinary 
infection, tumors of the genitourinary tract, and ure- 
thral meatal ulcers. To these must be added many 
other causes that might have to be eliminated. For in- 
stance, there are hemorrhagic disease of the newborn, 
uric acid infarct, subacute bacterial endocarditis with 
renal infarction, acute rheumatic carditis, measles, se- 
vere passive renal congestion, renal polyps, varices, 
angioma, teleangiectasis, hypoprothrombinemia, aplas- 
tic anemia, sepsis, and appendicitis. Many of these 
causes, of course, can be ruled out with a good history 
and physical examination. Others may require com- 
plete laboratory and physical examinations. 

Blood is intimately mixed with urine in the entire 
specimen in renal bleeding, and, if the hemorrhage is 
severe, clots in the form of tubular and/or urethral 
casts may be passed. In highly acid urine blood ap- 
pears brownish or smoky. It is redder in alkaline urine. 
Hematuria from renal hemorrhage is rare in the new- 
born. However, familial hematuria in the young has 
been reported. 
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In hematuria caused by nephritis, albumin will 
be present in amounts beyond that normally contained 
in blood, and granular casts will be visible in the micro- 
scopic field. In nephritis, blood urea and blood pressure 
very often will be raised. Acute glomerulonephritis is 
usually the result of streptococcic infection and seldom 
if ever progresses to a chronic stage in the child. It is 
new well established that glomerulonephritis is caused 
by alteration in immune response of susceptible chil- 
dren rather than by direct bacterial invasion. It must 
be thought of, then, as a type of anaphylactoid reaction 
due most commonly to group A hemolytic streptococ- 
cus; the same is true of rheumatic fever and perhaps 
of lupus erythematosus. Maybe, then, acute glomeru- 
lonephritis is a collagenlike disease. It is possible that 
adults with chronic renal diseases may have had a mild 
episode of glomerulonephritis in childhood, unnoticed 
or considered insignificant. 

It must be remembered that most of the disorders 
causing hematuria develop and can be present without 
gross bleeding. When we think of the significance of 
hematuria, we must not forget that it can exist micro- 
scopically. There must be many cases of acute glomeru- 
lonephritis, urinary tract infections, and so on, that are 
not diagnosed for want of microscopic examination of 
urine. 

This past spring, in Kirksville, there was a sudden 
increase in the number of patients admitted to the hos- 
pital with acute glomerulonephritis. At one time in a 
twenty-bed pediatric ward we had as many as 5 cases 
of acute nephritis. Two were extremely severe, with 
blood urea nitrogen values as high as 250 and red blood 
cells occupying the complete microscopic field in re- 
peated examinations, although gross hematuria was not 
present at that time. Other patients had antistreptolysin 
readings of almost 1,000, and others required frequent 
transfusions of whole blood to make up for loss through 
hematuria. 

Because of this increased hematuria in children of 
the area I asked that parents submit to my office urine 
for microscopic examinations. Routine analysis of 
urines that appeared grossly normal brought to light 
other cases of nephritis and genitourinary problems in- 
volving hematuria. Our full-time staff of specialists at 
Kirksville is superbly equipped to solve these problems. 
I cannot speak highly enough of their teamwork in 
promoting and preserving health in the area. 

Hematuria caused by calculi is often accompanied 
by pain similar to that in adults. It radiates toward 
the bladder and often to the tip of the penis or is felt 
as an aching sensation in the groin. Laboratory ex- 
amination consists of intravenous pyelography and a 
flat plate x-ray of the renal tract, to identify the stone 
in urethra, bladder, ureter, or renal pelvis. Calculus 
in children is uncommon but should be considered when 
they are bedridden or undergoing treatment for bone 
disease. 

Hematuria may be caused by various blood dis- 
eases. Diagnosis of leukemia and hemorrhagenic dis- 
eases can be confirmed by examination of the blood. In 
these cases bleeding may be very slight or very ex- 
tensive, even as extensive as in hemorrhagic nephritis. 

A papilloma of the bladder causing hematuria will 
produce profuse bleeding, and microscopic examination 
of urine may show a section of papilloma, but cystos- 
copy will be necessary to confirm the diagnosis. In 
lower urinary tract infection or cystitis both pus cells 
and blood cells will be found in urine. The symptom 
of hematuria in the female child in the newborn period 
is often of vaginal or introital origin, rather than uri- 
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nary. Small ulcerations of the membranes of the in- 
troitus, adhesions and erosions of the labia minora, 
and even bleeding from the corpus uteri may occur, 
although the latter is relatively infrequent. Occasion- 
ally, dark brown urine of liver disease may be confused 
with smoky urine of nephritis. Renal tuberculosis caus- 
ing hematuria can be excluded by a negative tuberculin 
test, a negative x-ray survey of the lung, and failure 
to culture acid-fast bacteria from the urine. 

Acute prostatitis in childhood has received little 
attention from pediatricians and even less from urolo- 
gists. It was surprising to read Charnock and Riddell’s? 
recent report in which they state: “Though uncommon 
in the first decade of life, it may occur, and suspicion of 
its presence is probably the best means of diagnosis.” 

Posterior urethral inflammation will produce blood 
at the end of urination. In vesical bleeding, the blood 
usually settles to the bottom of the bladder, often in 
clots; therefore, the last urine passed is apt to be 
bloodier than the first. The two-glass or three-glass test 
on voided urine may allow detection of posterior ure- 
thral irritation by the finding of blood voided in the 
last glass. 

Some of the most severe urinary tract disorders 
are silent. Silent lesions may result even in obstruction, 
and hematuria may be only microscopic and found on 
routine examination. I repeat, children deserve care- 
ful examination when microscopic or gross hematuria 
is found. Many cases of microscopic hematuria are 
discovered because the child is just not seeming to gain 
well or when failure of growth prompts a study. Per- 
haps the child cries and is irritable and may have some 
symptoms of gastrointestinal distress. Fever and gas- 
trointestinal disturbances may be due to urinary tract 
infection, secondary to stasis. Early diagnosis of con- 
genital or acquired obstructions of the urinary tract 
can be made only by the examiner who has knowledge 
of the high incidence of possible urinary tract diseases 
and makes a complete urologic examination. 

It is interesting to note the increasing number of 
lower urinary tract problems that are being discovered 
as we become more conscious of them. The intravenous 
pylogram has brought to light any number of uretheral 
strictures, contractures of the vesical neck, et cetera, 
that would eventually cause stasis and urinary back 
pressure in the child, resulting in nephritis and possibly 
irreparable uremia. Intravenous and retrograde pylog- 
raphy should be used freely, as both may be necessary 
for diagnosis. 

Ulcerations of the external urethral meatus is not 
always caused by ammonical dermatitis, but may well 
result from congenital stenosis that will cause lower 
urinary tract bleeding in the male. 

Hematuria appears occasionally in upper urinary 
tract infection other than nephritis. In older children 
discomfort usually is absent, but there may be slight 
abdominal ache, occasional twinging in the flank, or 
severe colic radiating into the groin and leg. As the 
kidneys dilate and become tender, hematuria becomes 
profuse, even if only minimal trauma is sustained. 

Tumors of the genitourinary organs in children 
are fortunately rare but carry a high mortality rate. If 
a tumor is suspected, thorough examination should be 
performed as soon as possible by a urologist using 
modern instruments. Wilm’s tumor accounts for 20 
per cent of infant tumors and is second in frequency 
only to tumors of the eye. All of these are embryonal 
adenomyosarcomas. Wilm’s tumor has been found in 
a 7-month fetus. It is rare after the seventh year. 
When symptoms such as painless, intermittent hema- 
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turia develop, it is usually late in the disease. Blood 
is mixed with equal parts of urine in 10 to 25 per cent 
of cases. Palpation should reveal the tumor in the 
flank. 

Of systemic causes of hematuria perhaps one of 
the most frequent is anaphylactoid purpura. Hypersen- 
sitivity of the endothelium lining the small blood vessels 
causes purpuric spots or bleeding from any body sur- 
face. Allergens such as bacteria, food, or pollen may 
be the excitant. This symptom is much like a sign of 
glomerulonephritis, and indeed the renal lesions in both 
disorders may not be distinguishable on pathologic ex- 
amination. Renal involvement may occur at any time 
in the course of purpura, gross hematuria for several 
days is common, and microscopic hematuria persists 
fer weeks or months. The course of this hematuria 
also parallels that occurring in glomerulorephritis. 
When one recalls that in purpura there may be hyper- 
tension with encephalopathy and oliguria and that pur- 
puric lesions may occur in glomerulonephritis, it strikes 
one that the diseases are not dissimilar. 

Scurvy is another systemic disease that may pro- 
duce hematuria. The tendency to hemorrhage may result 
from failure of maintenance of cement substance in 
vessel walls or of collagen about the vessels. Deficiency 
of vitamin C results in defective formation and main- 
tenance of intercellular substances in supporting tissues 
of mesenchymal origin; these substances include col- 
lagen of fibrous tissue and the intercellular cement of 
vascular endothelium. There may be an explanation, 
as yet undetermined, of the similar pathologic signs in 
purpura, scurvy, and collagen diseases in general, par- 
ticularly their relation to hematuria and glomerulone- 
phritis. 

Foreign bodies have been found in the urinary 
tract from the anterior urethra to the kidney. A bobby 
pin was found in the kidney of a 4-year-old girl ex- 
amined because of persistent hematuria. It was as- 
sumed, in this case, that the object was swallowed, 
perforated the bowel and lodged in the kidney. Most 
foreign objects cause either gross or microscopic hema- 
turia. Flat plate x-ray survey and perhaps intravenous 
urography establish the diagnosis. 


Summary 


The significance of hematuria has been presented, 
and various etiologic factors have been discussed. Some 
of the diseases that cause hematuria have been dis- 
cussed in more detail than others because of their fre- 
quency and possible fatal outcome. The importance of 
routine microscopic examinations of urine as well as 
the necessity for thorough urologic examination in 
hematuria has been emphasized. It is suggested that 
many of these diseases of tissue sensitivity may have 
a basis similar to that of anaphylactoid reaction or 
collagen disease. 
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The profession midyear 


From the moment the Board of Trustees of the 
American Osteopathic Association began its 1957 mid- 
year meeting at 9 a.m. on Friday, December 6, until it 
finished at noon on Tuesday, December 10, it had its 
pattern of work sharply designed. And it was a new 
pattern, although it had been in the making for several 
years. 

How can an executive body, overwhelmed by a 
load of detail, enable itself to make wise decisions? 
This is a question which increasingly has plagued the 
A.O.A. Board during the past 5 years. Finally, a solu- 
tion became demanding. A method suggested itself a 
year ago, it was developed further at the July meeting, 
and this midyear the passageway was largely opened. 
As a result, the Board handled its load of work more 
expeditiously than at any previous meeting. The method 
is by no means a new one. It has long been perfected 
by state and national legislative bodies—it is known as 
the committee system. 

The A.O.A. Board as now constituted consists of 
the House-elected A.O.A. President, President-Elect, 
two Past Presidents, First, Second, and Third Vice- 
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Presidents, and fifteen members, each elected for 
terms of 1 or 3 years. In parliamentary terms, this 
body of twenty-two members constitutes .a committee 
of the whole. Formerly, each agenda item came first 
before the Board to be acted upon directly or to be 
given to a reference committee appointed for specific 
-purpose, as determined individually and at the moment. 

Under the committee system, four reference com- 
mittees appointed by the President are actually seg- 
ments of Board structure. Each reference committee 
consists of five members, one of whom is termed an 
advisor. The advisor is selected because he is an ex- 
perienced person organizationally and has been named 
to an important post in the Board structure, e.g., chair- 
man of one of its three departments, or is a Past Presi- 
dent. In addition, Headquarters Staff people are used 
as source persons when their need is felt. 

The committee system works thus: Soon after the 
first Board session opens, the President refers each 
agenda item to one of the four reference committees. 
The Executive Secretary has prepared the agenda and 
forwarded copies to each Board member for review 
prior to the date of the meeting. The 1957 agenda 
volume consisted of reports of Department, Bureau, 
and Committee chairmen, and Headquarters Staff offi- 
cers and pertinent supporting documents. In all, it was 
a stapled book of more than 300 pages of single spaced 
typed copy. 

Since the subjects of each agenda item had been 
clearly delineated by the Executive Secretary and perti- 
nent information supplied, each reference committee 
knew its task: to approach its assigned subjects (and 
others added during the 5-day session) as problems to 
be analyzed, to resolve them within the mind of the 
committee, and to recommend a solution for total Board 
consideration. Accompanying the recommendation is 
an explanatory statement in its support. 

When the chairman of a reference committee re- 
ports, he has placed in the hands of each Board mem- 
ber a written statement of his committee’s action. Fol- 
lowing its presentation, the subject is opened for 
discussion and vote by the Board as a whole—to ap- 
prove, reject, return to the committee for further study, 
or, occasionally, to reassign. 

This method now makes it possible for the Board 
to handle a multiplicity of subjects, give each considered 
study, and yet take a minimum amount of time. Op- 
erating under such a system, the Board usually meets 
as a whole for the morning sessions, and then in the 
afternoons, and often into the evenings breaks up into 
four segments to study the subjects assigned. 

Such processing is not infallible; pressure is still 
sensed by both the Board and by its reference commit- 
tees. But so structured, the committee-workshop sys- 
tem makes it possible for any agency such as the A.O.A. 
Board to conserve time and, much more important, to 
preserve the democratic process. 

Obviously the method cannot supply vision, breadth 
of view, background, and ever-needed organizational 
experience to those individuals in a representative body 
who may lack one or more of these attributes. Some 
subjects assigned a reference committee need to be seen 
in relation to the long view. The workshop method 
allows little time for such an approach, and the human 
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situation today at any level of responsibility forces the 
individual into a mood of crisis. Men reach wise deci- 
sions through struggle—often long struggle—out of 
which, in the language of the old story, “a blessing is 
won.” Too often responsible groups, whether of the 
nation, the state, or one of their countless number of 
societies, are forced to appease pressures by furnishing, 
the appearance of a solution that in time proves to be no 
solution. 

The adoption of a new method of meeting its tasks, 
however, is evidence that the A.O.A. Board, like all 
responsible social agencies, is strongly moved to dis- 
charge its obligations in the most efficient and judicious 
manner possible. 

Although the Board was in session but 5 days, its 
meeting was preceded from December 1 on by a series 
of 1- or 2-day Bureau and Committee meetings that 
were actually preparatory to the Board sessions. No 
review will be made at this time of these meetings, nor 
will a report be given of any of the actual happenings. 
The initiation of a new section in THE JoURNAL cover- 
ing A.O.A. organizational activities makes it possible 
at this time to set forth the machinery by which the 
Board is becoming a more efficiently productive body. 
Throughout the remainder of the year, outworkings of 
Board action will be reported in the new section. 

At the conclusion of a review of the profession 
midyear 1955-1956 in the February 1957 JourNaAL, an 
attempt was made to analyze its significance by a brief 
summary subheaded “Retrospect Reveals Pattern.” Be- 
cause this summary involved a look back and the long 
view ahead, it remains entirely of a truth at this half- 
way station of the 1957-1958 osteopathic year. It is 
here excerpted and adopted to a continuing situation, 
one frequently unknown to a profession whose members 
have the high responsibility of daily medical care of 
millions of people. And yet, if the profession is to re- 
main in the important place it now holds in the scheme 
of American life, it dare not confine its activities to 
technical and professional skills alone. It must keep 
under constant re-examination its purposes. In 1958 
we should remind ourselves again that 


... the human obligation of the osteopathic 
movement emerges once more from such a meet- 
ing as that of the A.O.A. Board, December 1957: 
It is to furnish society with physicians and sur- 
geons in no way divorced from the fundamental 
facts of a special body of man’s knowledge— 
medicine. More than 5 years ago, the House of 
Delegates authorized publication of the statement 
that the first objective of the osteopathic profes- 
sion was “to make available to the public the best 
health care.” In development of that statement, 
the House reaffirmed “its policy of maintaining a 
separate, complete and distinctive school of medi- 
cine.” 

Employed out of context and deprived of the 
historical background from which they emerge, 
such words as separateness, completeness, distinc- 
tiveness, and independence represent anachronistic 
thinking characteristic of nineteenth century medi- 
cine. And that is not implicit in the House’s state- 
ment nor in its actions. In today’s human situa- 
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tion, these words are not applicable to healing art 
groups which are instigators and conservators of 
medical knowledge and which minister to a na- 
tion’s health needs. A study of A.O.A. House and 
Board action of the past 5 years—nay, a basic 
analysis of the profession’s 60-year history seen 
as a medical movement—reveals a sense of sep- 
arateness applicable only to healing arts agencies 
as private organizations, politically and economi- 
cally motivated and sponsored. Specifically, the 
leaders of the profession are aware of its obliga- 
tion to society, to the degree that its education 
dare not be separate from the main stream of 
scientific biologic knowledge, and they have no 
intent by current action to attempt to isolate it. 
Every A.O.A. organizational move continues to 
be made in the full realization that the profession 
is obligated to work more fully year by year with 
representatives of all the disciplines in health and 
allied fields and with the general public. 

The story of the osteopathic year 1957-1958 
as it unfolds organizationally is that of a profes- 
sion mature enough in its strengths to face its 
weaknesses honestly. The osteopathic movement 
in medicine knows nothing of separateness or in- 
dependence in the philosophy, science, and tech- 
nology of medicine. On the other hand, organized 
osteopathy refuses to recognize the dominion and 
power that grow out of private agencies (aware 
of the danger that confronts it as such) that seek 
to set up fences around medical knowledge, pre- 
venting its dissemination to those who have 
proved their right to use it. The lesson of the 
times is that total control by any private group or 
the state—political and economic control—is dan- 
gerous. 

The kind of separateness and independence 
healthwise that again is emphasized here and is 
represented by some seventy national bodies work- 
ing together in the National Health Council proves 
increasingly to be a most salutory thing. Thus it 
is that every organizational action of the A.O.A. 
is motivated by its sense of its need to work to- 
gether with its peers in the search for “better 
health for Americans.” 

Once more at the midyear 1957-1958, the 
profession of osteopathy rests its case upon its 
professional standards, its organizational willing- 
ness to cooperate with all individuals and agencies, 
and the competences of its doctors to meet the 
health needs of the people. 


To this end, organized osteopathy nationally re- 
dedicated itself during the 1957-1958 midyear meeting 
of the A.O.A. Board and its constituent agencies: not 
by words, but by every action that drives forward this 
small but genuine sector of medicine. 

And yet, machinery for processing, no matter how 
perfected remains unproductive if there be no grist for 
the mill. Grist can be produced only by the profession 
in the field, working hand in hand with others equally 
committed to meet the health needs of the nation. Os- 
teopathy has a distinct job to do, but not a separate job. 
Separateness spells sterility. 
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Organizational activities 


Have you glanced through the new section of THE 
JouRNAL, to be found each month following the edi- 
torial pages? More faithful readers are already aware 
of the addition. The December issue carried 6% pages 
headed “Activities of the American Osteopathic Asso- 
ciation.” This issue finds the new section expanded to 
9 pages. Given time to perfect its technics, coverage 
by THE JourNAL of national osteopathic activities will 
be sufficiently complete to encompass all matters of im- 
portance. And it is most important that members of a 
profession obligated to meet the health needs of a pro- 
portionate share of the American people know what 
those matters are. 

In the news section of THE JouRNAL members will 
find from month to month reports from their represen- 
tatives who were selected by the House of Delegates 
and the Board of Trustees to make organizational pol- 
icy and carry it out. Who are these responsible people ? 
They are a dual group, made up of the Association’s 
volunteer workers on one hand and the employed 
A.O.A. Headquarters Staff on the other. The volunteer 
workers, headed by the A.O.A. President and the Board 
of Trustees, are all practicing osteopathic physicians. 
Field doctors though they be, within a year they devote 
a very considerable amount of time to the activities of 
the profession. It should be unnecessary to add that in 
any volunteer agency such as the A.O.A. the volunteer 
workers serve without pay, regardless of the amount 
of time spent by any one of them. While engaged in 
the service of the Association, they are recompensed 
for their expenses on a per diem basis that takes no 
account of the financial loss incurred by absence 
from practice. Detailed information on the expenditures 
of the Association for this purpose or any of its pur- 
poses is freely available to members. The sacrifices in 
time made by the volunteer workers of professional 
organizations on behalf of their membership is incal- 
culable. For nearly 60 years this has been true of the 
American Osteopathic Association, and therein is the 
secret of this particular agency’s influence and strength 
at the midcentury. 

The second group of responsible persons concerned 
with A.O.A. activities is its employed personnel—the 
Headquarters Staff, now a group of more than 60 per- 
sons, headed by the Association’s Executive Secretary 
and including its General Counsel, Treasurer, Business 
Manager, and Editor, with their respective supporting 
personnel. By long-established policy, the A.O.A. Ex- 
ecutive Secretary and the Editor are physicians who 
devote full time to their-duties. Even so, the occasional 
doctor in the field will ask if the Secretary or the Editor 
does “some practice”—in itself the question is evidence 
that the Association has failed in its intent to inform its 
membership adequately of the responsibilities of its em- 
ployed staff. 

Paucity of information among members of volun- 
teer agencies is common to all of them, however, and 
it is a matter for regret since it hampers an agency in 
its attempt to get on with its program. How much more 
could be accomplished by the volunteer and employed 
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staff of the American Osteopathic Association toward 
fulfillment of its purpose had they the positive and sym- 
pathetic support of an entire membership! But such a 
situation would be but little way from a Utopia. 

Because there are many members who know little 
about what is required to keep the growing and unfold- 
ing program of the A.O.A. under way, it should be 
said flatly that the members of its employed administra- 
tive staff all work full-time, that the organizational 
week is 5 days each 8 hours long, supplemented by addi- 
tional hours out of the office for members of the staff 
who have executive responsibilities. This situation is 
not unusual in that it is true of many volunteer agencies 
of a social nature, if not all of them. 

Through THE JourNat’s new section, A.O.A. 
membership will now have an opportunity to know 
what goes on in organized osteopathy nationally. From 
the regular monthly message of the A.O.A. President, 
planned especially this year to set forth his on-the- 
spot observations and impressions, to the reports of 
Department, Bureau, and Committee chairmen: all will 
combine to give a bird’s-eye view of the activities of the 
American Osteopathic Association. Since the A.O.A. 
is a dual agency of service, a complete picture of its 
activities requires that both the volunteer and the em- 
ployed staff be presented as translating A.O.A. policy 
into action. These two groups, integrated in purpose 
and coordinated in action, will reflect from month to 
month in THE JouRNAL a profession moving toward its 
objects of improving the public health, encouraging sci- 
entific research, and maintaining and improving medical 
education under osteopathic auspices. 

The staging of this program will be done in the 
open for all to see. It is a matter of fact, however, that 
the technics and skills to make the osteopathic drama 
interesting, attractive, and convincing to the reader can- 
not be perfected in a single issue. THe JourNAL’s edi- 
tors will be satisfied if within a year its new section is 
worthy of modest praise as an effective medium of in- 
terprofessional communication. 

While Tue JourNnat’s “Organizational Activities” 
presents activities of the Association per se, THE 
Forum will present the affairs of the Association’s af- 
filiates. As the semi-official organ of affiliates, THE 
Forum will no longer feature the activities of the 
A.O.A. It will include, however, news of individual 
doctors, their offices and clinics, and their community 
service apart from their professional duties. 

Taken together, THE JoURNAL nationally and THE 
Forum regionally will exhibit a total healing art pro- 
fession—one that can no longer be regarded as of little 
moment by informed people or by groups. The picture 
will show osteopathy in action today ! 

It is not enough for us to mirror our own profes- 
sional image, thus to admire it. But to inform others, 
we must be able to identify ourselves. It is to this end 
that the publications of the Association are now striving 
to present the profession’s own story—to itself. 

“But I have so little time,” the practicing doctor 
complains, “and none to read such a plethora of detail.” 
Have radio and television combined to make reading a 
lost skill? What has happened to discriminating listen- 
ing and viewing to make impossible discriminating 
reading? Such reading as THE JouRNAL’s new section 
requires or THE Forum asks is highly rapid, quickly 
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selective. Those who pause to read them will gain a 
unified picture of the osteopathic profession, moving 
toward sharply apprehended goals. There is no preci- 
sion knowledge here, no analysis, nothing to be con- 
ceptually grasped. It is a camera-eye view. 

To what purpose? That this profession recognize 
its challenges as they are thrown down before it by so- 
ciety and thus prepare itself to meet them. If the pro- 
fession does but that—and its challengers are many— 
there need be no fear of the osteopathic future. It is 
the business of THE JouRNAL and of THE Forum to 
be media of communication within the profession, that 
its members will become in turn an effective media of 
communication within society generally. 

Unaware of our own strengths, we can fail to see 
the mounting opportunities offered us; aware of them, 
we cannot be stopped in our efforts to grasp them. Such 
is the osteopathic situation. We have come to a time 
when our smallness as a group is a tremendous ad- 
vantage, because we are highly flexible. At last, our 
minority position as a healing art agency istour good 
fortune—if we look to our horizon and not at our feet, 
if we cease to talk to ourselves and learn to speak the 
language of those who would speak with us. The first 
purpose of THE JouRNAL and THE Forum, therefore, 
is to help us to understand our profession’s purpose, 
that we may be brought to see our real role as one of 
two healing art professions in America whose first obli- 
gation is a social one. 


Recognition for the objective 
and the trustworthy 


Get this proféssion’s purpose, policy, and practice 
known to reasonable people everywhere: this assign- 
ment both THe JourNAL and THE Forum have termed 
the first order of the day. Not to accomplish it is to be 
guilty of segregation from within, even as we complain 
of segregation imposed on us from without. Our is- 
lands of isolation for the most part are shifting sands, 
not substantial ground. They are made up of either 
misinformation or a total lack of information—or they 
have been conjured by our miasma of special language 
comprised of words that neither we nor our friends 
have been able to define. We have fenced ourselves in 
by our insistence on our “difference” and our “distinc- 
tiveness.” As night follows the day, our “separateness” 
continues—separateness from the great body of lay 
leadership in health activities. 

With the stubborn inconsistency of human beings, 
we complain when we are ignored, misinterpreted, or 
set in a bad light. In the past, we have responded in 
kind. Newspaper men, magazine writers, and authors, 
whose job has been to tell the osteopathic story (when 
and if it was newsworthy), we have termed prejudiced, 
strongly biased, and anxious to distort. ‘““We never get 
a break,” was the plaint of a doctor disturbed recently 
that a medical news story (actually of dubious worth) 
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did not clearly show its professional face. Had it been 
clearly revealed and the story analyzed for its true 
worth, our colleague would have complained, “There 
we are, always being set in a bad light.” 

-A study of press releases and of magazine articles 
on osteopathy and the osteopathic profession seldom 
reveals evidence of studied falseness. There have been 
many cases of misrepresentation of fact, usually through 
ignorance. Occasionally there has been a seemingly 
malicious interpretation of the osteopathic movement 
in medicine, such as appeared in Morris Fishbein’s 
“Fads and Quackery in Healing” (1932). More re- 
cently, Martin Gardner, a clever popularizer, in his 
“Fads and Fallacies,” (a 1957 revision of his 1952 “In 
the Name of Science”) has drawn heavily on the Fish- 
bein interpretation for his osteopathic story. Dover 
Publications, Inc., New York, has submitted a review 
copy of “Fads and Fallacies” to THE JouRNAL, where 
it will be reviewed in sequence ; the publisher will also 
be apprised of its libelous nature. Such flagrant mis- 
statements of fact are rare today and represent a 
throwback to an earlier period. They reveal more about 
the author’s authenticity than of the subject he attempts 
to treat. 

In the past, when falsified, the profession has not 
so much turned the other cheek as it has tended to 
withdraw with a sense of injury. Today the “cultist 
stigma” draws no blood by its fixation; to people rea- 
sonably well-informed, the charge seems simply silly. 

Today, for the most part, newsmen, journalists, 
and writers want only factual information, effectively 
presented, and acceptably documented. They are not 
enthusiasts, for or against—they will accept facts if 
couched in understandable language. 

It is significant, therefore, in view of the negative 
attitude that the profession has taken toward newsmen, 
that the American Osteopathic Association now opens a 
new approach—with its accent on the positive. Forum 
readers have already discovered in the January issue 
a full-page announcement of the Association’s journal- 
ism awards, sponsored by its division of Public and 
Professional Service. An explanation of how the 
awards will be made will also be found on p. 342 of this 
issue of THE JOURNAL. 

Osteopathic physicians can be most helpful in this 
latest move of the Association to unshackle their pro- 
fession by calling the attention of their newspaper 
editors and their journalistic friends and patients to the 
Association’s desire to give recognition for objective 
and trustworthy presentations of the osteopathic move- 
ment, made within the high standards of modern jour- 
nalism. 


The Educational Supplement 


This issue of THE JOURNAL contains the tenth edu- 
cational supplement prepared for the profession by the 
Director of the Office of Education and constituted the 
annual report of that office. It is the authoritative docu- 
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ment on the medical education of doctors of osteopathy, 
kept up to date by its annual appearance. Thousands of 
copies are distributed each year, many in answer to a 
standing request. Among its recipients are preprofes- 
sional advisors and deans of our own professional col- 
leges, vocational guidance counselors of secondary 
schools, college officials, and executive officers of educa- 
tional organizations. It is one of the best single source 
documents for individuals who need to be informed of 
the educational status of the physicians and surgeons, 
D.O. 


Again, THE JoURNAL would emphasize the impor- 
tance of this report to osteopathic physicians them- 
selves, both for their annual review of their profes- 
sion’s educational advances and that they may be better 
prepared to inform others of their profession’s status 
in the world of medical education. It must be remem- 
bered that this is an authentic document and is so ac- 
cepted by educational institutions throughout the United 
States. Many more reprints could be wisely and profit- 
ably placed by our physicians. They are available from 
the American Osteopathic Association. 


Motes anc] COMMENTS 


Knowing WHEN HER life was at its 
oe years’ summit and honor- 
crowned, THE Forum (De- 

fears cember 1957) was called 


upon to report the death of 

Josephine Peirce, D.O. 
Only the scant details of a richly productive career will 
be found in her biographical sketch. Yet, added detail 
would not reveal its underlying contribution to her pro- 
fession entirely aside from the bequests made to the 
Association both by her and by her husband, himself an 
able osteopathic physician whose death preceded hers 
by 11 months. In this distinguished woman’s response 
to vocation is meaning that might naturally be over- 
looked. Her life continues as a sharp challenge today to 
every active member of this profession. It will continue 
a challenge long after the individual inevitably becomes 
unknown. 

Josephine Peirce, with her husband, came to Ohio 
just after the turn of the century, both to engage in 
the practice of a new healing art. Then, there was no 
profession of osteopathy ; it was being born. It was not 
only that osteopathy was difficult to describe, define, or 
delimit in that day; it was not an entity. And she her- 
self was almost an anomaly in American life, a woman 
doctor. And yet by the impact of a vigorous and crea- 
tive personality directed productively toward social bet- 
terment, within less than a quarter of her half-century 
career she made this new healing art known throughout 
the state. By what means did this osteopath quietly, and 
with the utmost dignity, get osteopathy known in cir- 
cles where it was not even a recognizable word? The 
answer is simple. She was a skilled professional person 
who never rendered less than good medical care! And 
there can be no finer professional tribute rendered any 
physician. Uniformly and universally good medical 
care remains a rare item in today’s medical market. 
And besides being competent professionally, she gave 
of herself unreservedly and unstintingly to every effort 
that needed her aid in forwarding community and state 
health betterment—putting her high intelligence, her 
good judgment, and her wise counsel to work for such 
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groups. Add to this the fact that she was an indefa- 
tigable worker. 

Recognitions multiplied for her beyond number 
from without her profession and yet related to her pro- 
fession’s responsibilities as a healing art group. At a 
time when osteopathy was seldom recognized for what 
it was, a section of medicine, Josephine Peirce, D.O., 
was influencing the policy and practice of health-con- 
nected groups and was welcomed there, no matter how 
her profession was categorized, because it was apparent 
that this person was an enlightened citizen and a physi- 
cian of distinction. We find then that during her pro- 
fessional lifetime, she was a trustee of such organiza- 
tions as the Ohio Public Health Association and the 
Ohio Mental Hygiene Association, a founder of the 
Allen County Child Welfare Association, and a partici- 
pant in many of the medically associated activities of 
her community—local, regional, and state. 

Her many duties led her successively through the 
offices of the Federation of Women’s Clubs, local and 
state, and at length to the vice presidency of one of 
America’s vitally influential organizations, the General 
Federation of Women’s Clubs of the United States. 
And always, these positions of leadership were accord- 
ed to Josephine Peirce as an osteopathic physician ; yet, 
not once did she exploit her position for her profession ; 
neither did she hide its face, the easier to exploit her- 
self. And let no one assume that her profession was 
not used against her by the little people far below the 
outreach of her vision. 

At its full fruition the significance of this woman’s 
worth becomes apparent in a day and time when there 
was a studied and organized effort to denigrate osteop- 
athy and its practitioners, effective to a degree unknown 
to our doctors today. And it cannot be overemphasized 
—never did this tremendous person fail to identify 
herself professionally. Professional segregation could 
not be imposed upon Josephine Peirce. And more im- 
portant, she did not impose it upon herself. 

In these later days of osteopathy, this writer has 
scant sympathy either for those who cry because they 
may not be accorded the professional prestige they feel 
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due them or for those who hold themselves withdrawn, 
thankful that they are not as other physicians. 

Yes, the professional life of Josephine Peirce has 
meaning. She lives today because, in the flesh, she lived 
to give, knowing no fears for herself or the profession 
she loved and honored and that, in turn, honors her 
with this inadequate but deeply felt word of gratitude. 


THE AVAILABILITY of the 
report of the 1957 National 
Health Forum makes this 
headline an actual truth. 
“Steps for Today Toward 
Better Health,” the report 
of the 1957 National Health Forum, edited by Josephine 
Nelson and Elizabeth M. Dach, for sale at $1.50 a 
copy by the National Health Council, 1790 Broadway, 
New York 19, digests the discussions of this meeting 
and identifies its “pointers to action” to help relieve 
mental illness and promote positive mental health in 
America’s countless communities. The recent publica- 
tion of this inexpensive but excellent and highly in- 
formative book and the possibility of its neglect sug- 
gest one of modern man’s major problems: How is he 
to keep abreast of his own activities and the knowledge 
springing out of them? Our readers will recall that 
1957 Health Forum met in Cincinnati last March under 
the sponsorship of N.H.C. and its fifty-nine member 
agencies. There the Forum compressed into a 214-day 
program a consideration of the steps that could be 
taken by all health services toward a solution of mental 
health problems. Experts were brought together to 
discuss these steps under three major headings: (1) 
Helping people meet crises, (2) Promoting mental 
health, and (3) Community action for mental health. 
How can the “welter of ideas” coming out of the 
Health Forum and found in the report be put to every- 
day use? So likely and so pertinent a question from 
our readers would be neither negative nor in dissent. 
“Steps for Today” is a tool that the physician should 
get placed in proper hands in his community. Parent- 
teacher associations; women’s clubs; men’s luncheon 
groups; men’s church clubs (one road to mental health 
is through organized religious groups): there are many 
other community bodies everywhere that are only wait- 
ing for “pointers to action.” 

Pointers can be found on every page of “Steps for 
Today Toward Better Mental Health.” The place of 
the doctor is to point to the pointer! All that is needed 
is the vision that would place a few copies of such an 
available tool as this in the hands of key groups in 
every community in the nation. The informed doctor 
would need only to suggest how these groups could 
survey the local community’s mental health problem 
and inspire them to do something about it, once the 
community needs were known. Once known, American 
initiative and penchant for action would result in some- 
thing being done! Is this kind of leadership beyond the 
ability of the physician? It is within his total responsi- 
bility as a doctor. A year of experience in studying 
mental health would be excellent preparation for utiliz- 
ing the findings that will come out of the 1958 Health 
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Forum’s study of “urban sprawl.” And what commu- 
nity is not faced with that problem today, by tomorrow 
grown greater! 


Attendance THIS MANDATE that they at- 
. tend the Annual Congress 
required on Medical Education and 


Licensure to be held in Chi- 
cago from Sunday, Febru- 
ary 9, through February 11 
should apply to every member of boards of osteopathic 
examiners. The mandate would need to be imposed but 
once. Attending one time, these D.O.’s, like their col- 
leagues serving on composite boards, would find that 
their attendance at the Congress was necessary to the 
proper performance of their governmental positions. 
That many examiners from osteopathic boards do not 
attend the Congress may stem largely from the fact that 
few of these osteopathic physicians know that the ses- 
sions are open to all interested physicians. Participation 
in the discussions, however, is limited to medical and 
composite board members. Twenty of these are doctors 
of osteopathy. 

It would be an ideal situation if these twenty and 
the ninety-six members of osteopathic boards would at- 
tend, making a total of 116 D.O.’s at the meeting. It is 
certainly not too much to ask that no osteopathic board 
be without at least one representative there. The divi- 
sional society that fails to make proper provision for 
the attendance of a representative has failed a responsi- 
bility that is as binding socially as it would be organi- 
zationally. 

The profession’s failure to provide for a represen- 
tative attendance of its examiners is an example of a 
kind of self-segregation that has become dangerous to 
the security of osteopathic medicine as a healing art 
agency. 

The 1958 Congress agenda is richly filled and pro- 
vides an unparalleled opportunity for all physicians to 
learn of modern problems of and approaches to medical 
education and licensure. Let it be said without reserva- 
tion that osteopathic education is medical education 
under osteopathic auspices and that doctors of osteop- 
athy are physicians and surgeons, D.O. 

Are not both osteopathic education and the osteo- 
pathic physician “different and distinctive” from their 
professional counterparts? Certainly. Each should and 
can be. But “difference and distinctiveness” as values re- 
lated to osteopathy are attainable only to the degree that 
the education (osteopathic) and its product (osteopathic 
physicians) are not divorced from but based upon the 
fundamental facts of medicine, as that term is properly 
and generally understood. Distinctiveness and difference 
represent an attainment over and beyond the basic rou- 
tines. They are the possibilities beyond the funda- 
mentals. 

The Annual Congress on Medical Education and 
Licensure is not a sectarian body. Those who should 
attend its meetings and refrain impose segregation both 
upon themselves and upon those who do participate. 
And both are the losers. A luncheon for all D.O.’s in 
attendance will be held at the Palmer House, Monday, 
February 10, at 12 noon. 


at Congress 
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MESSAGE FROM THE PRESIDENT 


OF THE A.O.A. 


> lam writing this January message just after finish- 
ing our A.O.A. midyear meeting. As you know, our 
organizational year extends from national convention to 
national convention. In December of each year, the 
A.O.A. Board of Trustees, bureaus, and committees 
meet at our Central Office in Chicago to plan ahead for 
the remainder of the organizational and fiscal year. The 
meetings of this year required your President to be in 
Chicago from December 1 through December 10. 

I believe that every A.O.A. President approaches 
his first experience as the presiding officer of the Board 
with a feeling of lack. The responsibility is a heavy 
one. The 20 members of the Board are representative 
of our profession, both of its best and of its variety. 
The Association’s volunteer workers are practicing doc- 
tors, devoted to their practices as well as obligated to 
an organizational responsibility. They look to the Presi- 
dent to help them get the business of the profession 
carried on efficiently and objectively. Presidents dare 
not take sides; they guard discussion not to hamper but 
that it may be full and free; they must help the Board 
to come up at the end of the sessions with objectives 
won. I believe that the 1957 midyear meeting was a 
good one and that it was productive. Whatever this 
President was able to accomplish was made possible by 
the cooperation and courtesy with which the individual 
members of the Board assisted him in the performance 
of his duties. I record my appreciation here. 

As a member of the A.O.A., had you been in Chi- 
cago during the Board session, you would have been 
welcome to sit in as an observer. I wish more of you 
could have this opportunity. It is the one way by which 
the work of organization becomes a real thing. In an- 
other month I shall point to some of the positive values 
that came out of the midyear meeting. 

In the meantime, I want to pick up where I left off 
in last month’s report. In mid-November I visited the 
Rocky Mountain Clinical Conference at Colorado 
Springs. This meeting is one of four held by the Colo- 
rado Osteopathic Association yearly. The setting is 
perfect for such a meeting—in the foothills that lead up 
to the Rockies and Pikes Peak.. The program was ex- 
cellent, it was well attended, and everything about the 
meeting showed experienced organization. Osteopathy 
in Colorado is built on solid ground. 

One of the finest experiences that an A.O.A. Presi- 
dent can have is to visit our osteopathic colleges. In 
them is the life blood of the profession. There are the 
young men—-and for our profession’s betterment, the 
occasional young woman student—who are the profes- 
sion of osteopathy tomorrow. 
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In November I was fortunate to be in Philadelphia 
during the time when the Philadelphia College of Os- 
teopathy honored Dr. H. Walter Evans for his 40 years 
of service. I refer you to the December Forum for a 
story of that impressive testimonial dinner held in 
Philadelphia’s Union League Club. Now emeritus di- 
rector of the Department of Obstetrics and Gynecology, 
Dr. Evans must have felt that real sense of achieve- 
ment which comes to a man in his later years who has 
not spared himself, in season and out, in the interest of 
his profession. 

Our osteopathic colleges in themselves are a his- 
tory of achievement of which this profession can be 
proud—and is proud. Reports from the Osteopathic 
Progress Fund increasingly reveal that pride. It is men 
like Walter Evans, who decade after decade have not 
counted the cost, that has made it possible for us to be 
proud of our schools. Philadelphia College of Osteop- 
athy, under the leadership of President Frederick E. 
Barth, has plans for an Osteopathic Teaching and Re- 
search Center beyond the blueprint stage by its pur- 
chase of a $900,000 site. On November 8 I spoke to 
the juniors and seniors and to the freshman and sopho- 


“more classes of the Chicago College of Osteopathy. 


These students now have their classes and laboratory 
work in their fine new basic science building. 

I also had the privilege of attending the Thirtieth 
Annual Clinical Assembly of the American College of 
Osteopathic Surgeons and its participating groups. That 
story, in detail, will also be found in our current publi- 
cations. My impression was one of appreciation for the 
contribution the Clinical Assembly has made to our 
profession in the 30 years of its existence. Osteopathic 
surgeons are responsible for many of our advances, 
most remarkable of which are our osteopathic hospitals. 
In the early days when the progress of the profession 
was measured by the strength of its individual mem- 
bers, it was the surgeons who by sacrifice of time, 
effort, and money got our hospital program under way. 
Certainly, the program was one which advanced them 
professionally. On the other hand, the surgeon’s ad- 
vancement through his institution meant the develop- 
ment of individuals who collectively became a profes- 
sion to which men today are privileged to belong. 

I was happy that I could point out to the fine com- 
pany of physicians and surgeons attending the 1957 
Clinical Assembly—and especially to the younger mem- 
bers—that their own Constitution and By-laws stated 
as objectives of the College from its beginnings such 
fundamentals as a call to improvement in the practice 
of surgery, a dedication to the development of osteo- 
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pathic concepts in their specialty, and to the need to 
study and promote other arts and sciences as might di- 
rectly or indirectly improve the practice of surgery. It 
was an interesting experience to observe even briefly 
the Assembly in session. 

The Clinical Assembly is exactly what it is termed 
—a gathering of four specialty groups in osteopathic 
medicine and members of the Osteopathic Hospital As- 
sociation examining their respective professional re- 
sponsibilities in an annual meeting. Each group benefits 
by meeting in the same city, location, and at a time that 
the four others are in session. Perhaps the Clinical 
Assembly is a pattern for the future. Wouldn’t it be 
a wonderful thing if this profession could find a way to 
meet clinically as a unit, each group retaining its rights 
and privileges and presenting its own program, but at 
the same time sharing the advantages of a united pro- 
fession? 

Like our hospitals, our specialty colleges in them- 
selves present a picture of the remarkable progress and 
advance of our profession. I had the pleasure of at- 
tending the fall meeting of the College of Osteopathic 
Internists in California. This splendid body is carrying 
on a tradition that was started’ many years ago—that 
osteopathic diagnosis should be a complete study of the 
patient, thorough, painstaking, and capable of establish- 
ing a clear-cut diagnosis, where that is possible. No 
one can listen to the Internists’ program without appre- 
ciating the thoroughness with which they approach the 
problem of disease. They reflect the highest standards 
of modern osteopathic medicine. 

I want to call to your attention a group which, 
while not actually a part of our professional organiza- 


tion, comes close to being its right hand—the Auxiliary. 


to the American Osteopathic Association. During the 
midyear meetings I was invited to speak to the Auxil- 
iary’s Executive Committee which was in session. I 
have observed Auxiliary activity closely ever since I 


have been on the A.O.A. Board and much more closely 
as President-Elect and now as President. Two years 
from now I shall be an official advisor to the Auxiliary, 
as has been every Past President for several years. 
The A.A.O.A. is a pillar of strength to osteopathy, but 
its program is not widely known and its usefulness not 
fully appreciated by our profession. The work that the 
Auxiliary has done in the past has plowed the ground 
for much of what we are accomplishing today. As I 
listen to the plans and prospects for the future, I realize 
that the members are plowing ground for tomorrow. 
The Auxiliary is a group of serious-minded practical 
people whose contribution to osteopathy has become 
much more than a selfish consideration of its needs be- 
cause of the values that may accrue thereby. These 
women see osteopathy as a service to humanity. 

I want to share with you my schedule for the next 
several months. In February I will attend a meeting 
of the College of Osteopathic Obstetricians and Gyne- 
cologists in Denver. The related specialties of gynecol- 
ogy and obstetrics have always occupied a very definite 
place in the practice of osteopathic general practitioners 
as well as specialists. In March I plan to attend the 
New Jersey meeting at Atlantic City and the Eastern 
Osteopathic Association Convention which is a gather- 
ing from that region of doctors whose special interests 
lie along the lines of manipulative therapy. Many of 
them are well-known and splendid physicians who have 
chosen to develop those special skills which have char- 
acterized this profession from the beginning. 

I shall attempt to report honestly and objectively 
each month my impressions of my visits, and I wish 
you would feel free to write to me at my home address. 
I shall do my best to answer any questions which may 
occur to you and about which I may be informed be- 
cause of the President’s privilege of seeing this profes- 
sion at work on its home field. 

As I write this, the Holiday Season is at hand. I 
extend to you best wishes for you and your families for 
a happy, prosperous, and productive New Year. 


306 Granite Exchange Bldg. 
St. Cloud, Minnesota 


DEPARTMENT OF PUBLIC RELATIONS 


Osteopathic physicians* 


NATURE OF WORK 


> Osteopathic physicians are members of a school of medicine 
which emphasizes manual manipulation but also uses surgery, 
drugs, and all other accepted methods of medical care. Most are 
“family doctors” who engage in general practice. These physi- 
cians usually have office hours, make house calls, and also treat 
patients in osteopathic hospitals. A few doctors of osteopathy 

*Reprinted from Occupational Outlook Handbook, Employment in- 


formation on major occupations for use in guidance. 1957 Edition, Bulle- 
tin No. 1215, United States Department of Labor. 
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are engaged primarily in research, teaching, or writing and 
editing scientific books and journals. A small but growing num- 
ber specialize in 1 of the following 11 fields recognized by ap- 
proved specialty examining boards: internal medicine, neurol- 
ogy and psychiatry, ophthalmology and otorhinolaryngology, 
pediatrics, physical medicine and rehabilitation, dermatology 
and syphilology, obstetrics and gynecology, pathology, proctol- 
ogy, radiology, and surgery. 


WHERE EMPLOYED 


Nearly all of the 12,500 osteopathic physicians professional- 
ly active in the United States in 1956 were in private practice. 
Less than 5 per cent held full-time salaried positions, mainly in 
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osteopathic hospitals and colleges. A few were employed by 
private industry or Government agencies. 

Osteopathic physicians are located chiefly in those States 
which place little or no limitation on practice and also have os- 
teopathic hospital facilities. In 1956, slightly over half of all 
osteopathic physicians were in the following 5 States: Cali- 
fornia, with more than 2,000; Michigan, Pennsylvania, and 
Missouri, each with more than 1,000; and Ohio, with more than 
700. In each of 26 States, however, there were fewer than 100 
osteopathic physicians. 


TRAINING AND OTHER QUALIFICATIONS 


A license to practice as an osteopathic physician is required 
in all States. However, the scope of practice allowed differs 
among the States. Many States and the District of Columbia 
issue licenses permitting osteopathic physicians to engage in all 
types of medical and surgical practice. Some States limit osteo- 
pathic practice, principally by imposing restrictions on the use 
of drugs or surgery by osteopathic physicians. 

To obtain a license, a candidate must be a graduate of an 
approved school of osteopathy and pass a State board examina- 
tion. In 19 States and the District of Columbia, passing an ex- 
amination in the basic sciences is a prerequisite for admission to 
the professional examination. Some States also require a period 
of internship after graduation from osteopathic school. All 
States except Florida and Rhode Island will usually grant li- 
censes without further examination to properly qualified osteo- 
pathic physicians already licensed by another State. 

Three years of preosteopathic college work followed by 4 
years of professional study in an osteopathic college are the 
minimum requirements for the degree of doctor of osteopathy 
(D.O.). Preosteopathic education must include a specified num- 
ber of credits in chemistry, physics, biology, and English. Dur- 
ing the first 2 years of professional training, emphasis is on 
basic sciences such as anatomy, physiology, and pathology and 
on the principles of osteopathy; the last 2 years are largely de- 
voted to work with patients in hospitals and clinics. 

After graduation, almost all doctors of osteopathy serve a 
12-month internship at 1 of the 87 osteopathic hospitals which 
the American Osteopathic Association has approved for intern 
training. Those who wish to become specialists must have at 
least 3 years of additional training followed by 2 years of su- 
pervised practice in the specialty. 

Every year, more young people apply for admission to the 
6 approved schools of osteopathy than can be accepted. In se- 
lecting students, consideration is given to grades in preprofes- 
sional education, desire to serve as an osteopathic physician 
rather than as a doctor trained in other schools of medicine, 
scores on medical aptitude tests, and the amount of preosteo- 
pathic college work completed (in 1955, 3 out of every 4 stu- 
dents accepted had bachelor’s degrees). Considerable weight 
is also given to a favorable recommendation by an osteopathic 
physician familiar with the applicant’s background. 

Newly qualified doctors of osteopathy usually establish 
their own practice. A few work as assistants to experienced 
physicans or become associated with osteopathic hospitals. In 
view of the variation in State laws regulating the practice of 
osteopathy, careful study should be given to the professional 
and legal requirements of the State in which the osteopathic 
physician plans to practice. Also, the availability of osteopathic 
hospital and clinical facilities should be taken into account when 
choosing a location. 


EMPLOYMENT OUTLOOK 


Opportunities for osteopathic physicians were excellent in 
1956 in those parts of the country where osteopathy is a com- 
monly accepted form of medical care. A strong demand existed 
for additional doctors of osteopathy in California, Pennsylvania, 
and a number of midwestern States. Also, there were growing 
opportunities in the Southwest and Northwest. Prospects for 
beginning a successful practice were generally considered to be 
best in rural areas, small towns, and city suburbs, where the 
young doctor of osteopathy could become known more easily 
than in the centers of large cities. 

The profession of osteopathy will probably continue to ex- 
pand during the 1950’s and throughout the 1960’s. In recent 
years, growth has been slow but steady, the total number of 
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professionally active osteopathic physicians rising from about 
11,000 in 1950 to about 12,500 in 1956. Although approximately 
450 doctors of osteopathy are graduated each year, many of 
these are needed to replace those lost to the profession through 
death or retirement. Growth is expected to continue at about 
the same rate as in the early fifties unless training facilities ex- 
pand beyond the slight additions presently contemplated. 

In the long run, opportunities for osteopathic physicians 
will probably continue to be good owing to the likelihood of 
increased public acceptance of osteopathy, liberalization of cer- 
tain State licensing laws, and the establishment of additional 
osteopathic hospitals. In addition, the demand for all kinds of 
medical care—including the services of osteopathic physicians— 
will continue to grow owing to the increase in population, Gov- 
ernment provisions of medical services for veterans and mem- 
bers of the Armed Forces, the development of prepayment 
plans for medical care and hospitalization, and the underlying 
trend toward higher standards of health care. 

Women osteopathic physicians will continute to find good 
opportunities not only in private practice but also on facilities 
of osteopathic colleges and on the staffs of hospitals and clinics. 
Approximately 8 per cent of all osteopathic physicians are 
women. Although men and women are equally eligible for ad- 
mission to osteopathic colleges, the proportion of applications 
from women has been declining. In 1956, women students repre- 
sented less than 3 per cent of the total enrollment. 


EARNINGS AND WORKING CONDITIONS 


As in many of the other health professions, incomes usually 
rise markedly after the first years of practice. Earnings of indi- 
vidual doctors of osteopathy vary greatly with ability, expe- 
rience, the income level of the community served, geographic 
location, and other factors. Surgeons and other specialists 
usually earn more than those in general practice. 

Many osteopathic physicians work more than 50 and 60 
hours a week. Those in general practice work longer and more 
irregular hours than surgeons and specialists. 


WHERE TO GO FOR MORE INFORMATION 


Persons wishing to practice in a given State should find 
out apout the requirements for licensure directly from the 
Board of examiners of that State. A list of State boards, as 
well as general information on osteopathy as a career, may be 
obtained from: 

American Osteopathic Association 
212 E. Ohio St. 
Chicago 11, IIl. 


Sumner G. Whittier, Administrator 
of Veterans Affairs 


> Sumner G. Whittier took the oath of office as Administrator 
of Veterans Affairs at the White House, December 20, 1957. 

Mr. Whittier, former Lieutenant-Governor of Massachu- 
setts and a Navy veteran of World War II, thus became the 
fifth head of the Veterans Administration since that independent 
agency was established by law in 1930. 

Elevated to the Administrator’s position by President Eisen- 
hower, Mr. Whittier had been serving as VA’s Chief Insurance 
Director. He was the first VA head to be appointed from with- 
in the agency and, at age 46, became the youngest to hold the 
title of Administrator of Veterans Affairs. 

Mr. Whittier became Chief Insurance Director of the Vet- 
erans Administration in January 1957. As such, he was in 
charge of some 5,000 employees and headed a department which 
serviced more than 6,000,000 veterans holding GI insurance poli- 
cies with a face value of nearly $44 billion. 

In his new position Mr. Whittier will be in charge of about 
175,000 employees in an agency having annual expenditures of 
nearly $5 billion and the responsibility for administering laws 
applying to eligible beneficiaries among the nation’s 22,700,000 
veterans and their dependents. 

As Administrator of Veterans Affairs, his responsibilities, 
in addition to GI insurance, include operation of 173 VA hospi- 
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tals and 61 clinics, constituting the largest medical program in 
the United States, a GI loan program which has provided home 
loans for more than 5,000,000 veterans, a GI educational pro- 
gram which so far has given training to about 10,000,000 vet- 
erans, and a compensation and pension program providing pay- 
ments on behalf of more than 3,500,000 veterans. 


Appointments 
in PHS Inactive Reserve 


® Nine osteopathic physicians are among the most recent of 
the Nation’s professional health personnel to be appointed under 
the Public Health Service program to expand the Commis- 
sioned Reserve. The Service is organizing and training health 
and medical personnel throughout the United States and its 
Territories for emergency duty in times of national crisis. 

Officers of the Commissioned Reserve are trained to serve 
in critical situations affecting the health and well-being of large 
numbers of people. 

In emergencies, these officers would serve in posts for 
which their professional training and experience have best 
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Bureau of Public Education 


on Health 


ROSWELL P. BATES, D.O., Chairman 


Texas county 
hospital decision 


> The Judgment of the District Court of Wharton County, 
Texas, set out below held that certain licensed doctors of os- 
teopathy may practice in thé Nightingale County Hospital, El 
Campo, Texas. The case has been appealed to the Court of 
Civil Appeals at Houston, Texas. 


NO. 15,162 
Alan J. Poage, D.O. and 
John H. Boyd, D.O. 

vs. In the District Court 
Donald M. Duson, et al., Board f 
of Managers of Nightingale 
County Hospital, El Campo, Texas, 
and the County of Wharton, Texas 


JUDGMENT 

On this the 23rd day of May, 1957, came on for trial the above 
styled and numbered Cause, wherein Alan J. Poage, D.O., and John H. 
Boyd, D.O., both of Wharton County, Texas, are Plaintiffs, and Donald 
M. Duson, Fred C. Swendson, E. H. Morton, R. D. Wright, Carl S. 
Ferguson and P. D. Gertson, all of Wharton County, Texas, compris- 
ing the Board of Managers of the Nightingale County Hospital of Whar- 
ton County, Texas, located at El Campo, Texas, and of Dorman Nickels, 


Wharton County, Texas 
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fitted them. They would be called out principally to reinforce 
the staffs of official State and local health agencies and to aug- 
ment the Public Health Service operating staff. 

Recent appointment of Medical Officers* who are graduates 
of osteopathic colleges are: 

Solomon Bamel, D.O., Youngstown, Ohio, appointed with 
the rank of Sr. Asst. Surgeon (equivalent to Navy rank of Lt.). 

Robert R. Brown, D.O., Belmont, Massachusetts, appoint- 
ed to the rank of Surgeon (equivalent to Navy rank of Lt. 
Commander). 

Walter L. Collins, Jr., D.O., Marysville, Ohio, appointed 
to the rank of Surgeon (equivalent to Navy rank of Lt. Com- 
mander ). 

Jerome A. Finer, D.O., Youngstown, Ohio, appointed with 
the rank of Surgeon (equivalent to Navy rank of Lt. Com- 
mander ). 

Frederick A. Jordan, D.O., Yucaipa, California, appointed 
with the rank of Sr. Asst. Surgeon (equivalent to Navy rank 
of Lt.). 

Betsy B. MacCracken, D.O., Hollywood, California, ap- 
pointed with the rank of Senior Surgeon (equivalent to Navy 
rank of Commander). 

Philip Nassau, D.O., Philadelphia, Pennsylvania, appoint- 
ed with the rank of Sr. Asst. Surgeon (equivalent to Navy 
rank of Lt.). 

George R. Simpson, D.O., Grand Junction, Colorado, ap- 
pointed with the rank of Surgeon (equivalent to Navy rank of 
Lt. Commander). 

Clyde H. Thompson, Sr., D. O., New Florence, Maine, ap- 
pointed with the rank of Surgeon (equivalent to Navy rank of 
Lt. Commander). 


*See the June 1957 Journat A.O.A., page 637, for previous appoint- 
ments. 
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County Judge of Wharton County, Texas, Pete Nelson, Claude B. Dill, 
J. D. McDaniel and Paul J. Sablatura, all of Wharton County, Texas, 
comprising the Commissioners Court of the County of Wharton, Texas, 
and the County of Wharton, Texas, duly represented by its said County 
Judge and the Commissioners Court are Defendants. And came the 
Plaintiffs and Defendants by their attorneys of record, and all parties 
announced ready for trial. No jury being demanded, the trial hereof 
was had before the Court. The Court, after hearing the pleadings, the 
evidence and arguments of counsel thereon and having received written 
briefs from all the parties, finds for the Plaintiffs. 

It is therefore, ORDERED, ADJUDGED, DECREED, DETERMINED and DE- 
CLARED that Plaintiffs do have and recover from the Defendants a Judg- 
ment declaring that: 

(1) That the Plaintiffs, Alan J. Poage and John H. Boyd, are rep- 
utable physicians within the meaning of that term under the County Hos- 
pital Act, Title 71, Chapter 5, Texas Civil Statutes. 

(2) That Plaintiffs are reputable physicians within the meaning of 
the County Hospital Act, Title 71, Chapter 5, Texas Civil Statutes, and in 
accordance with the provisions of said act may admit residents of Whar- 
ton County, Texas, to the Nightingale County Hospital at El Campo, 
Texas, by signing Applications for Admission for such residents. 

(3) That residents of Wharton County, Texas, who have been ad- 
mitted to the Nightingale County Hospital upon Applications for Admis- 
sion signed by the Plaintiffs have the right to the medical and surgical 
services of the Plaintiffs while they are in the Hospital. 

(4) That Plaintiffs are entitled to treat residents of Wharton Coun- 
ty, Texas, in the Nightingale County Hospital when requested to do so 
by such patients. 

(5) That the Plaintiffs may not be excluded from the Staff of the 
Nightingale County Hospital because they are not members of the Whar- 
ton-Jackson-Matagorda-Fort Bend Counties Medical Society. 

(6) That the Plaintiffs may not be excluded from the Staff of the 
Nightingale County Hospital because they are not graduates of medical 
schoo's approved by the American Medical Association. 

(7) That Plaintiffs may not be excluded from the Staff of the 
Nightingale County Hospital nor prevented from practicing therein be- 
cause they hold only the degree of Doctor of Osteopathy. 

(8) That the action of the Board of Managers of the Nightingale 
County Hospital in removing the Plaintiffs from the Staff of the Hospi- 
tal with no expressed basis therefor other than “for the best interests of 
the hospital’ and “to preserve order’’ was illegal as being an arbitrary 
and unreasonable exercise of discretion. 
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(9) That the action of the Board of Managers of the Nightingale 
County Hospital in removing the Plaintiffs from the Staff thereof for 
the purpose of qualifying the Hospital for accreditation by the Joint 
Commission on Accreditation of Hospitals was unreasonable and arbitrary 
and not a permissible exercise of discretion. 

(10) That the physicians who resigned from the Staff of the Night- 
ingale County Hospital on February 17, 1956, in protest of the action 
of the Board of Managers in reappointing A. J. Poage, D.O., and ap- 
pointing John H. Boyd, D.O., to the Staff of the Hospital, did so arbi- 
trarily and in violation of their obligation to serve on the Staff of the 
Hospital for the balance of their existing appointment thereto. 

(11) That the Registered Nurses who resigned from the Staff of the 
Nightingale County Hospital on February 18, 1956, in protest of the 
actions of the Board of Managers in reappointing A. J. Poage, D.O., 
and appointing John H. Boyd, D.O., to the Staff of the Hospital, did so 
arbitrarily and in violation of their Contract of employment with the 
Hospital. 

(12) That the action of the Board of Managers of the Nightingale 
County Hospital in removing the Plaintiffs from the Staff of the Hospital 
in order to induce the return of the resigned physicians to the Staff of 
the Hospital and the return of the resigned Registered Nurses to the em- 
ployment of the Hospital, was unreasonable and arbitrary and not a 
permissible exercise of discretion. 

(13) That the order of the Board of Managers of the Nightingale 
County Hospital in removing Plaintiffs from the Staff of the Hospital 
being arbitrary and unreasonable was therefore a nullity. 

It is further ORDERED, ADJUDGED and pEcREED that the Plaintiffs do 
have and recover of and from the Defendants herein, jointly and sev- 
erally, all costs of court incurred in this Cause, for which let execution 
issue. 

To which Judgment of the Court the Defendants then and there in 
open court duly excepted and gave notice of appeal to the Court of Civil 
Appeals for the First Supreme Judicial District of Texas at Houston. 

JUDGMENT RENDERED, ENTERED and SIGNED this the 22nd day of No- 
vember, A.D. 1957. 

Signed: G. P. Harpy, Jr. 
Judge 
Approved as to form only: 
A. T. LevertpcE, Jr. 
INGRAM AND Moore 
Attorneys for Plaintiffs 
Signed by Irving Moore, Jr. 
Signed: Lioyp G. Rust, Jr. 
County Attorney 
Looney, CLARK AND MoorHeEap 
Attorneys for Defendants 


Medicine and the law 


Cancer cures—A judgment and order of the Federal Dis- 
trict Court at Pittsburgh, Pennsylvania, rendered May 28, 1957, 
concluded a trial involving a Hoxsey Cancer Clinic at Portage, 
Pennsylvania, and was followed by the issuance of a Perma- 
nent Restraining Order on October 2, 1957, enjoining under the 
authority of the Federal Food, Drug, and Cosmetic Act the 
introduction into interstate commerce of the articles of the drug 
known as the Hoxsey treatment for internal cancer. In its 
Opinion, the court stated : 

The vital issue in this case was the efficacy of the Hoxsey treatment 


for internal cancer in humans. No claim is made that the question of 
the adequacy and effectiveness of the tablets was improperly submitted 


to the jury. Claimants were given the fullest opportunity to state their 
case for the drugs but their evidence was rejected by the jury. The 
court is not called upon in this opinion to discuss the sufficiency of the 
government’s expert and lay testimony showing that the drugs were with- 
out merit in the treatment of cancer and observes only that the verdict 
of the jury is supported by persuasive and overwhelming evidence. The 
Hoxsey medications have again been weighed and found wanting. 


Non-profit hospitals and the corporate practice of medicine. 
—A new legal monograph entitled “Non-Profit Hospitals and 
the Corporate Practice of Medicine” published by the American 
Hospital Association is stated to be a comprehensive legal study 
of the problems relating to the employment of doctors and how 
the relationships between doctors and hospitals are affected by 
the principle of the corporate practice of medicine. The mono- 
graph is extensively documented. Copies may be purchased from 
the American Hospital Association, 18 E. Division Street, Chi- 
cago, Illinois. 


Malpractice —A sanatorium or clinic may be liable for the 
malpractice of its medical director where the latter is an em- 
ployee, even though the acts involved are purely professional in 
character. Liability is based upon the legal doctrine of re- 
spondent superior. Brown v. Moore et al., U. S, Court of Ap- 
peals, 3rd Cir. June 27, 1957. 


Prenatal injury.—Recent cases and articles in medical jour- 
nals evidence that the subject of the relationship between injury 
and the subsequent development of fetal defects where a preg- 
nant woman has been involved in an accident is becoming one 
of increasing importance. There is disagreement in the medical 
profession over whether environmental stresses are more fre- 
quently the cause of prenatal defects than are hereditary de- 
fects. One doctor contends that hypoxia, or deficiency of oxygen 
to the unborn child resulting from injury, registers its effects 
promptly and directly. Another leading physician alleges that 
injury plays little or no part. Current Medicine for Attorneys, 
Sept. 1957, p. 32. 


Blood Plasma.—A drug manufacturer was sued for dam- 
ages under the Tennessee Food, Drug and Cosmetic. Act be- 
cause blood plasma manufactured by it contained hepatitis virus 
which infected the patient to whom the plasma was adminis- 
tered. It was alleged that the plasma was “filthy” in violation 
of the Tennessee Act. The court held the drug manufacturer 
not liable and the drug not “filthy,” because that term does not 
include a virus which cannot be seen even with the most power- 
ful microscope, which cannot be described, and the presence of 
which cannot be known at all except for its ultimate result. 
Many valuable drugs can or may contain substances of poten- 
tial injury to health. Their use often involves the acceptance 
of a calculated risk by the physician who prescribes them. This 
“so-called calculated risk” is known to the medical profession 
generally. Merck and Company v. Kidd, 242 F. 2d 592 (1957) 


THE A.O.A. CODE OF ETHICS 


Chapter II.—The physician and 


nonscientific practice* 


P One of the sections of the Code of Ethics of the American 
Osteopathic Association most frequently referred to is Section 
1, Article I, Chapter II. In it the profession denounces the 


*This is the fifth in a series of short articles on the meaning of ethi- 
cal standards as applied to the practice of osteopathy; the first three were 
published in the July, August, and September 1957 issues of THE Forum 
or OstropatHy, and the fourth in the December Journat. The A.O.A. 
Committee on Ethics and Censorship strongly urges the reprinting of 
these articles, wholly or as excerpts, as they appear from month to 
= In all cases, wording should not be changed but reprinted ver- 

atim. 
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practice of any physicians if based “on any dogma or unsup- 
ported theory.” The profession in its Code stresses that the 
practice of a doctor should have, as has the osteopathic profes- 
sion itself, a “consistent and scientific development,” and not 
suffer from any “arbitrary limitations of any system of human 
devising.” The present shortage of physicians throughout the 
United States places all doctors under strains never known to 
medicine before. Unscrupulous persons, untrained in medicine, 
seek to benefit from the present situation by attempting to get 
doctors to participate with them in plans of lay origin with com- 
mercial overtones for the treatment of disease. Not only the lay 
intervention but also the limitations and restrictions placed upon 
doctors participating in such plans must result in their practicing 
in an unscientific manner. Doctors must evaluate proposals on 
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their merits and not be misguided by economic attractions or the 
personal gratification witii which promoters seem to be able to 
surround their programs. To evaluate is to reject, it has been 
said. 

The osteopathic profession has always stood for scientific 
medicine. Dr. Andrew Taylor Still himself in the introduction to 
his book, “Philosophy and Mechanical Principles of Osteopathy,” 
said: “Read and adopt, or reject, as you may feel disposed when 
you have perused what I may write.” The development and 
stability of a profession of medicine can not rest upon arbitrary 


and unsupported theories, nor can the practice of any doctor. 
The A.O.A. Committee on Ethics therefore attempts in inter- 
preting the directives of Section 1 to rely upon the overwhelm- 
ing weight of opinion of members of the profession regarding 
the standards of practice, the advice and counsel of recognized 
evaluating agencies, modern methods and principles of osteo- 
pathic education, and the good judgment of our doctors specially 
qualified in particular areas of practice. No effort is made to 
make a doctor feel regimented or restricted. The individual 
judgment or discretion of a doctor in any one case is seldom in- 
volved, but rather a pattern of practice obviously deviating 
from the general standard of care rendered in his community 
by physicians of all schools of medicine. 

Every doctor can have the benefits of “full professional 
fellowship” but not apart from ethical standards. In a sense 
the words “ethical” and “professional” are synonymous for they 
cannot exist independently of each other. A professional prac- 
tice thus means an ethical practice and a scientific one. 


> In December the American Osteo- 
pathic Association recognized Caroline M. 
Wells, supervisor, A.O.A. Membership 
Department, for her 30 years of service. 
Her first 16 years with the Association 
were spent in the Advertising Depart- 
ment. In 1943 she was placed in charge 
of the Membership Department. Under 
her direction, this Department has seen 
A.O.A. membership rise from a total of 
6,203 to today’s record high of 10,056. 
A dedicated worker, Miss Wells has 
taken on many tasks for her Department 
besides the routine work and the monu- 


Miss Caroline Wells 


A.O.A. notes Miss Wells’ 


30 years of service 


mental task of annually preparing and 
checking the copy for the YEARBOOK AND 
Drrectory OF OSTEOPATHIC PHYSICIANS. 
One of the biggest jobs is the continuous 
recording of hospital staff associations, 
diplomates of national boards, residents, 
interns, and 50-year certificates of appre- 
ciation, to mention only a few of the 
lists kept. She also has to supervise and 
answer a countless number of inquiries 
about A.O.A. members. 

To Caroline Wells, an A.O.A. member 
is first a human being and then—forms, 
files, letters, certificates, and cards from 
the moment he graduates from osteo- 
pathic college to the end of his career. 
Her work keeps her in such personal 
touch with members that many doctors 
come to think and know of her as “Caro- 
line.” 

A native of Martins Ferry, Ohio, the 
head of the Membership Department at- 
tended Kent State Normal in Ohio. Be- 
fore coming to Chicago and the A.O.A., 
she worked in Ohio and West Virginia. 

When away from the office, she in- 
dulges in her favorite hobbies of bridge 
and golf—the better to forget the failure 
of “her” doctors to return dues notices 
promptly or to report changes of address. 

Her long record of service will doubt- 
less bring her many letters of apprecia- 
tion once the fact is known. 


Special dues rate 


> The Board of Trustees of the Ameri- 
can Osteopathic Association has author- 
ized a reduction in dues for those doctors 


serving internships, residencies, and full- 
time fellowships or preceptorships, it was 
announced by the A.O.A. Membership 
Department. Before this reduction can be 
granted, it is necessary for the doctor to 
be serving in a program approved by the 
A.O.A. 

Hospitals approved for intern and resi- 
dent training are required to provide a 
copy of contracts to the A.O.A. Bureau 
of Hospitals. These contracts are accept- 
able to the Membership Department as 
authorization for reduced dues. 

Preceptorship and fellowship programs 
must have the approval of the Committee 
on Accreditation of Postgraduate Train- 
ing. It is necessary for the college, or 
the individual doctor, to have the pro- 
gram evaluated and approved through the 
accrediting agencies established for that 
purpose. 

Fellows and trainees should make sure 
that their programs are approved, not 
only to qualify for the reduced dues rate 
but to insure acceptable credit for their 
specialty certification program. 


Four hundred fourteen 
graduates join A.O.A. 


Pm The 1957 graduating classes of the 
six osteopathic colleges have added 414 
names to the membership roster of the 
American Osteopathic Association as of 
last December. This number is more 
than 93.6 per cent of the total number of 
graduates, which was 442. 

Considering that normally 98 per cent 
of graduates join the A.O.A. within a 
year of graduation, the A.O.A. Member- 
ship Department estimates that these 
early results indicate a good chance for 
100 per cent A.O.A. membership of these 
new osteopathic physicians by July 1958. 

Two colleges, the College of Osteo- 


Journat A.O.A. 


pathic Physicians and Surgeons and the 
Kansas City College of Osteopathy and 
Surgery, recorded 100 per cent A.O.A. 
membership of their graduates. The Col- 
lege of Osteopathic Physicians and Sur- 
geons contributed 85 members and the 
Kansas City College of Osteopathy and 
Surgery added 89. 

A 95 per cent score was made by both 
the Kirksville College of Osteopathy and 
Surgery and the Philadelphia College of 
Osteopathy. Kirksville College of Os- 
teopathy and Surgery added 58 A.O.A. 
members out of its 1957 class of 61 and 
the Philadelphia College of Osteopathy 
contributed 91 out of 95. 

The Chicago College of Osteopathy re- 
corded 53 members for its graduating 
class of 63 doctors, giving it a total 
of 84 per cent A.O.A. membership. A 
score of 77 per cent membership was 
made by the Des Moines Still College of 


Staff travels 


> Lawrence W. Mills, director, Office 
of Education, visited the Philadelphia 
College of Osteopathy and Surgery, 
November 25 to December 2, in the 
interest of the A.O.A. development 
program. From December 10 to 13 he 
was in Pennsylvania attending two 
events. On December 11, in Lancaster, 
he participated in a vocational guid- 
ance dinner arranged by the vocational 
guidance committee of the Pennsyl- 
vania Osteopathic Association. On De- 
cember 12, he addressed the Premedi- 


> Two recent Pennsylvania meetings 
are expected to contribute to that state’s 
leadership in providing the largest num- 
ber of students to osteopathic colleges. 
The meetings, which were attended by 
Lawrence W. Mills, director, Office of 
Education, were a state-wide educational 
dinner and a meeting at Pennsylvania 
State College. 

The first gathering, held December 11, 
was the inaugural event in a series of 
educational dinner meetings in the state 
to interest young people in healing arts 
careers. This series is sponsored by the 
Pennsylvania Osteopathic Association and 
stems from a suggestion by the National 
Health Council, which encourages its 
member agencies to set up such vocation- 
al guidance projects. 

This first educational dinner, which 
was held in Lancaster, followed the same 


Vor. 57, JAN. 1958 


Osteopathy and Surgery with 38 of its 
49 graduates joining the A.O.A. 


A note from 
the Membership supervisor 


> Ina year 3,000 to 4,000 changes of 
address are received in the Membership 
Department. A great many of them come 
into this office without full information, 
requiring us to send for further details. 
A change of address will be facilitated if 
the original notice from the doctor in- 
cludes full name; street address (whether 
avenue, street, or boulevard) ; city, with 
zone number where necessary, and state. 

All changes of address for A.O.A. pub- 
lications and for directory listings should 
be sent to the Membership Department 
for processing. At least 5 weeks should 


cal Fraternity of Pennsylvania State 
College. 

Dr. Clyde C. Henry, director of hos- 
pital inspections, inspected hospitals in 
Wisconsin, Illinois, and California dur- 
ing late November and early Decem- 
ber. 

Robert A. Klobnak, director, Divi- 
sion of Public and Professional Serv- 
ice, spent December 3 and 4 at the 
University of Wisconsin, Madison, 
consulting university officials about a 
public education program. He was ac- 
companied by Otha W. Linton, press 
representative, Division of Public and 
Professional Service. Mr. Klobnak al- 
so was in New York City, December 
15 and 16, for a meeting with the ex- 


he allowed for the change of address to 
become current on all publications. This 
is necessary because after a publication 
envelope has been addressed and sent to 
the printer it is impossible to change the 
imprint. Also, the printer may be holding 
envelopes addressed for other publications. 
All incorrectly addressed publications are 
returned to us by the Post Office since 
they are sent as second class mail and are 
not forwarded. 

If you have not notified us of your 
change of address and you receive our 
letter of inquiry, please answer immedi- 
ately to assure you of prompt receipt of 
your publications. 

The Membership Department receives 
many requests for addresses of osteopath- 
ic physicians, and you can help us give 
the correct information if you will keep 
us up to date on your whereabouts at all 
times. 


ecutive director of the National Health 
Council. 

Betty M. Kanameishi, associate edi- 
tor of THE Forum and HEAttH, spent 
December 2 to 9 in Kirksville, Mo., 
gathering material for a series of ar- 
ticles on the Rural Extension Clinics 
of the Kirksville College of Osteopathy 
and Surgery. 

Dr. Raymond P. Keesecker, Editor, 
earlier in the fall, gave a series of five 
talks on “The Osteopathic Movement 
in Medicine” before the freshman class 
of the Kirksville College of Osteop- 
athy and Surgery. These lectures were 
part of the 30-day orientation course 
held for new classes of the Kirksville 
College of Osteopathy and Surgery. 


Office of Education reports 
Pennsylvania activities 


type of organization which has been used 
in programs set up by several other states 
for this purpose. A panel of speakers 
was chosen to present the over-all picture 
of preparation for healing arts careers, 
including the function of the secondary 
schools, the college, the premedical school, 
and finally the osteopathic college. Speak- 
ers were Mr. A. C, Baugher, president, 
Elizabethtown College, who spoke on 
counseling of premedical students; Mr. 
Thomas M. Rowland, Jr., director of ad- 
missions and registrar, Philadelphia Col- 
lege of Osteopathy, who discussed meth- 
ods of selection on the part of the 
professional school; and Mr. Galen Kil- 
hefner, supervising principal of the Eliza- 
bethtown area, who lectured on secondary 
school counseling. The panel was mod- 
erated by Mr. Mills. 

Arrangements for the meeting were 


made by Dr. Harold H. Finkel, chairman, 
vocational guidance committee, P.O.A. 
Highly successful, the meeting was at- 
tended by faculty members from Frank- 
lin and Marshall College, Lebanon Val- 
ley College, Elizabethtown College, and 
York Junior College. Others present were 
about twenty secondary school vocational 
counselors and representatives of the os- 
teopathic profession in the Lancaster area. 

Mr. Mills announced that similar meet- 
ings will be held in Erie and other areas 
in the state. 

After attending the Lancaster meeting, 
Mr. Mills met with members of the fac- 
ulty and the Premedical Fraternity of 
Pennsylvania State College. P.S.C. which 
has twenty-seven of its graduates enrolled 
in various osteopathic colleges, is expect- 
ed to contribute more of its alumni to 
the osteopathic profession. 
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P.&P.S. PReviews and PRojects 


Press—Entries should begin coming 
in from the nation’s medical reporters 
for the A.O.A. journalism awards 
sponsored by P.&P.S. Three $100 
awards are to be given each year for 
the best newspaper articles about any 
phase of the osteopathic movement in 
medicine. A formal announcement ap- 
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pears in the January issue of THE 
Forum. 

P.&P.S. is completing arrangements 
for receiving and handling the entries. 
Final judging will be done by a team 
of noted journalists on the criteria of 
good news content and clarity of pres- 
entation. Stories dealing with techni- 


Testimonial 


plaque for 
Dr. Culley 


® Since leaving his native America for 
Australia in 1932, Dr. Edgar W. Culley 
has contributed $46,000 to the Student 
Loan Fund of The Osteopathic Founda- 
tion. For this notable contribution to the 
future of his profession and for 56 years 
of distinguished osteopathic service, the 
85-year-old Melbourne physician was re- 
cently awarded a testimonial plaque from 
the American Osteopathic Association. 

The 14 by 20 inch plaque now ‘holds a 
place of honor in the main lobby of Cen- 
tral Office. The award was hung during 
a ceremony at which. Dr. Robert N. 
Evans, chairman, Committee on Student 
Loan Fund, presented the plaque to Dr. 
Carl E. Morrison, A.O.A. President. 

At his home, a 7 by 10 inch version of 
the testimonial plaque was presented to 
Dr. Culley on behalf of the A.O.A. by 
Dr. Leon van Straten, president, and Dr. 
Alice Virginia Farnum, secretary, of the 
Australian Osteopathic Association. Dr. 
Culley is a former president of the Aus- 
tralian Association. 

A 1901 graduate of the American 
School of Osteopathy, Dr. Culley was 
very active in American osteopathic cir- 
cles before moving abroad. An Honorary 
Life Member of the A.O.A., he served 
as its third vice president in 1939-40. 
From 1903-1905 he was president and vice 
president of the Michigan Association of 
Osteopathic Physicians and Surgeons. He 
also was a member of its board of direc- 
tors. In 1952 the Michigan Association 
honored Dr. Culley with a Distinguished 
Service Certificate. He is also a member 
of the Academy of Applied Osteopathy. 


Above: At his home in Melbourne, Australia, Dr. 
Edgar W. Cuiley (center) receives a plaque from 
the American Osteopathic Association honoring 
him for his contributions to the future of osteop- 
athy. Presenting the award on behalf of the 
A.O.A. are Australian Osteopathic Association 
officers, Dr. Leon van Straten, president, and 
Dr. Alice Virginia Farnum, secretary. 


Below: Dr. Robert N. Evans (left), chairman, 
Committee on Student Loan Fund, presents to 
Dr. Carl E. Morrison, A.O.A, President, the testi- 
monial plaque to Dr. Edgar W. Culley, which 
now holds a place of honor in the main lobby 
of Central Office. 


cal subjects will be submitted to a 
panel of doctors of osteopathy for ac- 
curacy and factuality before being 
passed on for judging. 

“The awards offer a way for the 
A.O.A,. to recognize the sincere inter- 
est of many medical writers in the 
health needs of the nation. And it will 
allow the profession to show its appre- 
ciation for those writers who have 
sought to explain the contributions of 
osteopathic medicine,” according to 
Robert A. Klobnak, P.&P.S. director. 
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Hundreds of stories appear each 
year in newspapers across the country, 
reporting osteopathic meetings, hospi- 
tal dedications, college programs, 
speeches, research findings, legal bat- 
tles, and interesting doctors. All will 
be eligible for consideration by the 
judges when entered by the newsman 
who wrote them. For the first year, 
all entries will be judged together, 
with no attempt to categorize them on 
the basis of style or content. 

“The sole criterion for making the 
awards will be journalistic merit,” Mr. 
Klobnak said. “There is no need for a 
doctor to sponsor an entry, but mem- 
bers of the profession can be properly 
helpful by calling the awards to the at- 
tention of newspaper friends.” 

A reprint of the announcement in 
THE Forum will be sent to city editors 


and medical writers. Information about 
the awards will be furnished to profes- 
sional journalism publications and sup- 
plied to journalism organizations. En- 
tries will be received through February 
15 for work published during 1957. An- 
nouncement of winners should come 
about the first of April. 


Hospital News—In connection with 
the approval and registration of A.O.A. 
hospitals by the Board of Trustees at 
its December meeting, the Division 
prepared and disseminated more than 
300 stories about hospitals throughout 
the country. 

Working from the previous year’s 
lists, a comprehensive mailing list was 
prepared in advance to cover local and 
regional newspapers in hospital com- 
munities. Then when Bureau of Hospi- 


A.O.A. exhibits at health meeting 


®> In November, the American Osteo- 
pathic Association presented a scientific 
exhibit for the first time at a convention 
of the American Public Health Associa- 
tion. Manning the exhibit at the 81st an- 
nual A.P.H.A. convention in Cleveland 
were Robert A. Kiobnak, director, Divi- 
sion of Public and Professional Service, 
and John J. Hank, P.&P.S. audiovisual 
director. 


Mr. Hank estimates that about 1,500 
persons viewed the illuminated pictures 
on the Rural Extension Clinics of the 
Kirksville College of Osteopathy and 
Surgery and listened to the 60-second 
phone message about the Clinics. Ap- 
proximately 1,000 pamphlets were passed 
out to interested persons and about forty 
letters have been sent in answer to spe- 
cific inquiries from persons who stopped 
at the exhibit, Mr. Hank said. 


This exhibit is a special addition to the 
audiovisual facilities of the Division of 
P.&P.S. The display stands 8 feet high 
and measures 10 feet in width. Its focal 
point is a large map of the United States 
with flashing yellow lights denoting the 
six osteopathic colleges and white lights 
showing the number of osteopathic hos- 
pitals in each state. The map is flanked 
on each side with three backlighted col- 
ored translites. The pictures used in these 
translites can be changed when the ex- 
hibit is shown at different conventions or 
meetings. 


Projecting from under the map is a. 


T-shaped table with four telephones 
mounted on the side. When a receiver 
is picked up, a 60-second tape recorded 
message explaining the translite is heard 
by the listener. 


The exhibit made its debut at the an- 
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nual meeting of the American Association 
of School Administrators in Atlantic 
City in February 1957. At that time the 
display received many favorable com- 
ments. 

The second showing of the exhibit was 
at the National Education Association’s 
100th convention at Philadelphia, June 30- 
July 5 with 35,000 teachers and school 


tal recommendations received Board 
action, corrections and additions were 
made and stories were typed and sent 
to the proper papers. 


Through co-operation between the 
Division and the national wire services, 
some of the stories were moved across 
the nation in a matter of hours, while 
retaining a fair break for all papers. 


Abstracting Service—Beginning in 
January Daniel F. Astrahan, P.&P.S. 
special writer, will excerpt selected 
scientific articles from THE JOURNAL 
for a monthly offering to medical writ- 
ers. The articles will be rewritten to 
conform to newspaper style and will 
feature research of general interest. A 
mailing list of more than 500 editors 
and writers has been compiled to re- 
ceive the new A.O.A. service. 


administrators in attendance. Again, the 
display received high praise. This time 
its message was directed to teachers, for 
they help guide many high school pupils 
into the healing arts field. Both presen- 
tations of the exhibit were followed by 
the sending of literature to the many per- 
sons who requested information about the 
osteopathic profession. 


Making friends for osteopathy is this American Osteopathic Association exhibit presented for the first 
time at a convention of the American Public Health Association held recently in Cleveland. The lights 


on the map represent the six ost 


They can be turned off and sites of the osteopathic 


hospitals illuminated. 
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Current Literature 


Clinical and experimental 
experiences with ether convulsions 


P ALTHOUGH THE OCCURRENCE of convulsive phenomena in con- 
nection with ether anesthesia is infrequent (1 to 2 cases per 
10,000) these complications continue to occur sporadically, and 
the lack of information concerning the causative mechanism 
limits a rational approach to their prevention and management. 
In the December 1957 issue of Surgery, Obstetrics and Gynecol- 
oly, Guy Owens, M.D., Royce E. Dawson, M.D., and H. Wil- 
liam Scott, Jr., M.D., report 4 separate instances of ether 
convulsions that occurrec in 1 year at Vanderbilt University 
Hospital. There were 2 deaths and 1 patient was neurologically 
damaged. All the patients were children subjected to operation 
with diethyl ether anesthesia under conditions that resulted in 
elevated body temperature. None of the children were epileptics 
or had any evidence of pre-existing neurologic disease. At the 
time of the appearance of convulsive phenomena their tempera- 
tures ranged from 102 to 106 F. 

In an experimental study on 65 dogs, it was found that the 
combination of hyperthermia and ether compounds produced 
electroencephalographic convulsive phenomena consistently, 
while hyperthermia of the same range was not associated with 
convulsions or neurologic damage when combined with the other 
anesthetic agents used in the study. Convulsions and severe 
neurologic damage with marked loss of Purkinje cells occurred 
experimentally only with diethyl ether. Divinyl ether and hyper- 
thermia consistently produced seizures but no apparent neuro- 
logic residual was observed in any animal. 

Although the fundamental cytotoxic mechanism whereby 
damage to the brain is produced remains to be discovered, two 
conclusions may be drawn from this study for practical clinical 
guidance: diethyl ether should probably not be used as the anes- 
thetic agent in patients with fever, and control of body tempera- 
ture with prevention of hyperthermia is of utmost importance 
during ether anesthesia. Neither pre-existing epilepsy nor pre- 
operative organic brain damage is a prerequisite for the develop- 
ment of convulsions during anesthesia with diethyl ether. Suc- 
cinylcholine is not an effective agent in the control or prevention 
of convulsive phenomena with ether anesthesia. No evidence has 
been adduced to suggest that the anesthetic syndrome of convul- 
sions and hyperthermia with subsequent damage to the brain is 
associated with any agent other than diethyl ether. 


Etiology and epidemiology 
of viral hepatitis 


P AT PRESENT two immunologically distinct forms of hepatitis 
are generally recognized, although it is not known whether they 
represent different diseases or variant forms of a single disease. 
In the November 2, 1957, issue of the Journal of the American 
Medical Association, W. Paul Havens, Jr., M.D., says that the 
epidemic or sporadic form of the naturally occurring disease is 
commonly known as infectious hepatitis, caused by virus A. An- 
other type of disease, designated as serum hepatitis, is trans- 
mitted by the parenteral inoculation of contaminated blood or its 
products by incompletely sterilized instruments. It has been rec- 
ommended that the causative agent in this case be called hepati- 
tis virus B. An attack of infectious hepatitis confers homologous 
immunity, and this disease may be prevented by administration 
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of normal immune globulin. In contrast, the status of homol- 
ogous immunity in serum hepatitis is equivocal, and attempts 
to prevent it with normal immune globulin have usually been 
unsuccessful. Epidemiologic and experimental evidence indi- 
cates that there is no cross immunity between the infections 
produced by viruses A and B. Preventive measures for infec- 
tious hepatitis include improvement in sanitation, avoidance of 
fecal contamination of food and water, and prohibition of po- 
tentially infected persons from acting as food handlers. Because 
of the carrier rate and the relative resistance of hepatitis virus 
to heat and other physical and chemical agents, it has been rec- 
ommended that every parenteral penetration be performed with 
instruments sterilized by boiling in water for 30 minutes, or 
with steam under increased pressure (15 to 20 lb.) for 20 min- 
utes, or with dry heat (180 C. for 1 hour). 


The roentgenographic diagnosis 
of geophagia (dirt-eating ) 
in children 


® accorDING To Joseph E. Gardner, M.D., and Fethi Tevetoglu, 
M.D., in the December 1957 issue of the Journal of Pediatrics, 
the radiographic recognition of geophagia is of more than aca- 
demic interest. They observed one child, a private patient, who 
was so anemic from dirt-eating that he was unable to walk. In 
a study of 60 children, all known to be dirt-eaters and all under 
5 years old, the presence of opaque material was demonstrated 
in the colons of 47. In the remaining 13 cases, dirt was found 
in the feces on direct examination. Anteroposterior view of the 
abdomen was sufficient to reveal the presence of dirt in the 
colon. In patients with large amounts of ingested material in 
the colon, chest films are sufficient for the diagnosis. The dirt 
appeared dense and amorphous, and the size of the individual 
aggregations of opaque material varied greatly. The density 
was about that of bone cortex. The colon usually contained 
large amounts of fecal material consistent with the usual history 
of constipation. A semiquantitative spectographic analysis done 
on the soil samples in four cases showed that the calcium con- 
tent was relatively high. All patients showed hypochromic, mi- 
crocytic anemia associated with achlorhydria. Twenty-six of 
the 60 patients had been seen before dirt-eating began. All had 
normal hemograms at that time, and roentgenograms of the 
abdomen or chest showed no opaque materials. After dirt-eating 
began; all of these showed marked anemia as well as achlor- 
hydria. 


Bilateral ulnar-nerve palsy 


P UNILATERAL ULNAR-NERVE Palsy is a fairly common clinical 
condition. Many etiologic agents are now known to he involved, 
either in the form of a mononeuropathy or as part of a gen- 
eralized polyneuropathy. Bilateral ulnar neuropathy, however, is 
uncommon, and the world literature on this problem is limited. 
In the November 28, 1957, issue of the New England Journal of 
Medicine, Luis P. Sanchez-Longo, M.D., reports 3 cxses of hi- 
lateral isolated ulnar neuropathy. Two of these were consid- 
ered traumatic and the other was associated with a diabetic syn- 
drome. In all, the involvement of the ulnar nerves was at or 
above the elbows, as shown by the weakness of the ulnar flexor 
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of the wrists, weakness of the distal phalanges of the last two 
digits, the sensory impairment, and the absence of typical claw- 
ing of the hands. The presence of sensory impairment aids in 
differentiating this syndrome from degenerative diseases like 
amyotrophic lateral sclerosis and progressive spinal muscular 
atrophy and from neuritis of the deep palmar branch of the 
ulnar nerve. The cervical rib syndrome can be ruled out roent- 
genographically, and the scalenus anticus syndrome, the costo- 
clavicular syndrome, and the abduction syndrome may produce 
pulse or blood pressure changes in the upper extremities. The 
syndrome of bilateral ulnar neuropathy should be considered ina 
patient with a history of injury who complains of hand weak- 
ness and paresthesia along the ulnar distribution of both hands. 


Cardiorespiratory dysfunction 
and polycythemia in 
patients with extreme obesity 


> IN PATIENTS WITHOUT primary pulmonary or cardiac dis- 
ease, marked obesity may lead to alveolar hypoventilation, ar- 
terial hypoxemia, and hypercapnia, which in turn may produce 
secondary polycythemia, somnolence, pulmonary hypertension, 
and right heart failure. In the October 16, 1957, issue of the 
Proceedings of the Staff Meetings of the Mayo Clinic, Glen A. 
Lillington, M.D., Milton W. Anderson, M.D., and Robert O. 
Brandenburg, M.D., report two cases of this syndrome in which 
adequate loss of weight caused disappearance of the disorder. 
Alveolar hypoventilation, leading to arterial hypoxemia and hy- 
percapnia, seems to be the basic functional abnormality. The 
hypoxemia produces cyanosis and secondary polycythemia, and 
presumably is the cause of pulmonary hypertension which has 
been demonstrated by cardiac catheterization in some cases. The 
arterial hypercapnia leads to somnolence and respiratory acido- 
sis, and eventually causes decreased sensitivity of the medullary 
respiratory centers, which further aggravates the hypoventila- 
tion. The stimulatory effect of arterial hypoxemia on the carot- 
id and aortic chemoreceptors then becomes the primary regu- 
lator of pulmonary ventilation and is the cause of the further 
decrease in ventilatory minute volume that occurs when these 
patients breathe oxygen in high concentration. The exact mech- 
anism whereby alveolar hypoventilation develops in very obese 
persons is not certain, but it may be assumed that large fat 
deposits on the chest wall and in the abdomen would increase 
the mechanical work of breathing and the increase might be 
such that the respiratory centers would strike a compromise and 
maintain alveolar ventilation at a subnormal level to decrease 
the work load. It has been shown that a normal respiratory 
center will permit elevated levels of carbon dioxide in the ar- 
terial blood to persist when the work of breathing is abnormally 
increased. In patients with primary pulmonary or cardiac dis- 
ease, the presence of obesity may aggravate the dysfunction, 
and adequate weight reduction may prove more beneficial than 
the therapeutic measures directed toward the primary disease. 


Practical aspects of long-term 
anticoagulant therapy 


> JOHN H. OLWIN, M.D., and J. L. Koppel, Ph.D., discuss the 
long-term administration of the prothrombin depressants in the 
November 1957 issue of the A.M.A. Archives of Internal Medi- 
cine. Despite advances in knowledge of the blood-clotting mech- 
anism, assays for clotting factors are still not specific. Although 
it has been thought that the prothrombin depressants had little 
influence on clotting factors other than prothrombin, there is 
growing evidence that this is not the case. It appears also that 
the reduction of various coagulation factors as a result of 
therapy varies from patient to patient and from drug to drug. 
The one-stage prothrombin assay (prothrombin time) is used 
almost universally as a control in the administration of pro- 
thrombin depressants. Experience has shown, however, that the 
prothrombin time is a function of other variables and that the 
various thromboplastin preparations used in the assay contain 
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varying amounts of the very factors that are being assayed. 
This may account for the unpredictable clinical results in many 
cases and the consequent wide difference of opinion as to the 
safety and efficacy of these drugs. The two-stage prothrombin 
assay and the TAMe method add considerably to the ease of 
control of this form of therapy. Although these procedures are 
also influenced by the addition of blood factors, in both the two 
stages of the clotting mechanism are separated, and experience 
has shown that they produce less variable prothrombin results 
than the one-stage technic. The eight presently available pro- 
thrombin depressants may be divided into three groups accord- 
ing to their over-all induction and recovery periods: (1) 
bishydroxycoumarin and cyclocumarol, having slow induction 
and recovery periods; (2) ethyl biscoumacetate, phenindione, 
and acenocouramin, rapid induction and recovery; and (3) di- 
phenadione, Marcumar, and warfarin, rapid induction and slow 
recovery. The drugs of the first group have the advantage of 
known reliability and familiarity and are as satisfactory as any 
of the others for long-term use. For short-term therapy or 
cases in which surgery may be required in a short time, the 
drugs in the second group may be selected to advantage. For 
long-term therapy, the drugs in the third group are quite satis- 
factory. Factors influencing the uniformity of control are poor 
liver function, general nutritional state, diet, other drugs, alco- 
hol, patient cooperation, individual tolerance, and the experience 
of the clinician with the particular anticoagulant. The methyl- 
xanthines, caffeine, and some of the tranquilizing drugs may 
increase the tolerance to prothrombin depressants. The salicylates 
may precipitate a drop in prothrombin levels. In early stages of 
therapy daily prothrombin tests are usually indicated. When the 
prothrombin level has become reasonably stabilized within the 
therapeutic bracket, the interval may be 2 days, then 3 days, 4 
days, and eventually 2 weeks. A prothrombin level of less than 
10 per cent calls for frequent tests. The interval between tests 
is never greater than 2 weeks in any patient. When it is neces- 
sary to neutralize the effects of anticoagulant drugs rapidly, 
withdrawal of the drug and careful observation of the pro- 
thrombin level may be sufficient. If vitamin K is needed, the 
authors prefer water-soluble vitamin K-active substances rather 
than phytonadione (vitamin K:) or K phytonadione oxide. 


Appendicitis 
in the newborn infant 


P THERE HAVE BEEN APPROXIMATELY 35 reports of appendicitis 
in newborn infants in the world literature to date. In the 
October 1957 issue of the Journal of Pediatrics, Richard H. 
Walker, Lieutenant (MC), USNR, presents 2 case reports for 
comparison with the 4 cases reported in the American literature 
since 1950. In 5 of these 6 cases, the babies wére premature. 
There were 3 boys and 3 girls, and multiple birth was present in 
three instances. The age at onset of symptoms varied from 4 to 
15 days and the duration of illness was from 7% hours to 7 
days. The commonest symptoms were vomiting and abdominal 
distention associated with either firmness or a doughy sensation 
on palpation of the abdomen. All appendices but one were 
gangrenous. Peritonitis was present in 4 cases. Fever and leu- 
kocytosis are not a constant finding in these cases. The delay in 
diagnosis is the most important cause for the high mortality 
rate of appendicitis in the newborn and infant. 


Postoperative bile peritonitis 


POSTOPERATIVE BILE PERITONITIS Occurs most commonly after 
open operations on the liver, gallbladder, or bile ducts, accord- 
ing to John R. Rydell, M.D., in the November 1957 issue of 
California Medicine. The ordinary mechanism is postcholecystec- 
tomy rupture of the common bile duct due to increased pressure 
resulting from an overlooked common duct stone. In rare in- 
stances bile peritonitis occurs as a complication of needle biopsy 
of the liver. Whenever a patient who has had biliary tract op- 
eration does not progress satisfactorily in the immediate post- 
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operative period, the possibility of bile peritonitis should be 
considered. Increasing abdominal distension, nausea, and dull 
pain in the upper abdomen should warn of possible extravasa- 
tion of bile. Usually the number of leukocytes increases rapidly 
and out of proportion to the low-grade fever. If a tube has 
been placed in the abdomen, it should be loosened to ascertain 
that it is not damming rather than draining. If fluid formation 
is considered likely in the postoperative period, a catheter should 
be placed inside the Penrose drain to facilitate drainage. If 
there is doubt as to the diagnosis, aspiration with syringe and 
needle may provide a clue. X-ray visualization occasionally 
shows an elevated hemidiaphragm and other signs suggestive 
of subphrenic abscess, possibly due to bile leakage. Patients 
with extensive bile peritonitis should be operated on as soon as 
possible. Ideally the operation should include drainage of the 
abdomen and repair of any underlying pathologic cause, but the 
patient’s condition may be so poor that only drainage can be 
carried out at the moment. 


Roentgen manifestations 
of malignant melanoma 


® accorpinc to Theodore F. Hilbish, M.D., in the November 
1957 issue of the American Journal of Roentgenology, Radium 
Therapy and Nuclear Medicine, there is general agreement that 
almost a third of malignant melanomas occur on the head and 
neck. Twenty per cent occur on the lower extremities, 15 per 
cent on the upper extremities, 20 to 25 per cent on the trunk, 
and the remaining primary lesions on the eyes, genitalia, or 
other rare sites. Most of the lesions originate in the skin or 
mucous membranes, but there are numerous reports of other 
primary sites such as the meninges, adrenal glands, and intes- 
tines. Any mole subject to repeated trauma that increases in 
size or ulcerates should not be biopsied but treated as a malig- 
nant melanoma. The prognosis is poor. Melanoma is one of the 
most malignant of diseases once it becomes widespread.. The 
mode of dissemination is entirely unpredictable. Metastatic le- 
sions most commonly appear within 6 months to 2 years. Radi- 
cal local excision and regional lymph node removal is the method 
of treatment favored at present. Diverse roentgenographic 
changes may result secondary to melanoma. The lesions may 
mimic changes occurring in many other disease entities, so that 
radiologists should be aware of the potentialities of melanoma 
as far as roentgen manifestations are concerned. In one of the 
cases reported, metastatic melanoma invading the bladder wall 
could have been confused with bleb formation of the bladder 
that is occasionally seen in other conditions. In another case, 
malignant melanoma was the cause of obstruction of the su- 
perior vena cava. In a patient with a metastatic lesion involv- 
ing the shaft of the left humerus the roentgenographic changes 
of erosion and destruction of the cortex of the shaft associated 
with periosteal reaction and calcium deposition would not sug- 
gest malignant melanoma in themselves. In this study the le- 
sions encountered most often clinically were melanomas of the 
skin. Roentgenographically, the commonest manifestation was 
pulmonary metastatic disease. 


Diverticular ureteral changes 


P URETERAL CHANGES of a kind not hitherto described are re- 
ported in the December 1957 issue of the American Journal of 
Roentgenology, Radium Therapy and Nuclear Medicine by Le- 
land E. Holly, Il, M.D., and Bernard Sumcad, M.D. In these 
4 cases the roentgenograms suggested multiple evenly spaced 
diverticula of the ureters. These were bilateral in 3 of the 
cases. The defects projected outward from the ureteral lumen, 
were filled with contrast medium, and were seen in all portions 
of the ureters. Each patient was examined by a different urolo- 
gist whose technic for retrograde pylographic injection differed 
from that of the others; however, the instruments and media 
used were essentially similar. One patient showed a calyceal 
calculus, and 3 had anatomic urinary tract abnormalities of an 
acquired or congenital nature in addition to the diverticulum- 
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like ureteral changes. In 1 case the ureteral changes were dem- 
onstrated 5 years before the most recent examination. Infection 
was strongly suggested as the etiologic factor in the ureteral 
diverticula, which possibly represent glandlike metaplastic epi- 
thelial response to the infection or simply pseudodiverticula on a 
chronic infectious basis. In ‘1 case, cystic bladder lesions hint 
at some interrelationship with the ureteral changes, but the asso- 
ciated anatomic variations in 3 of the cases also suggest a role 
for developmental variation. Additional case studies, histologic 
inspection, and longer observation of the ureteral changes are 
needed for full evaluation. 


Aerophagia: its etiology, 
syndromes and management 


® THERE IS CONSIDERABLE EVIDENCE that swallowed air is the 
chief source of gastrointestinal “gas.” James L. A. Roth, M.D., 
and Henry L. Bockus, M.D., in the November 1957 issue of the 
Medical Clinics of North America, say that the commonest 
cause of excessive air swallowing is an emotional disturbance, 
such as tension, anxiety, resentment, or grief. Originally it may 
be initiated by a disturbance causing nausea and hypersalivation, 
but it may become a bad habit as transient relief is obtained by 
the eructation of air. Belching may be habitually induced to 
obtain relief from distress arising from such underlying organic 
diseases as peptic ulcer, hiatal hernia, gallbladder disorders, 
angina pectoris, or the irritable colon syndrome. Faulty hy- 
gienic habits, such as rapid eating, excessive smoking, and 
sucking on cigars or poorly fitting dentures, increase the degree 
of aerophagia considerably. Aerophagia is important clinically 
because it produces the commonest of functional disorders en- 
countered in gastroenterology. In addition, the symptom patterns 
arising from excessive air swallowing are often mistakenly at- 
tributed to something else, such as gallstones or heart disease. 
Perhaps more importantly, aerophagia may obscure organic 
disease and may mask less intense symptoms arising from peptic 
ulcer, cholelithiasis, angina pectoris, and emphysema. 

Among the clinical syndromes of aerophagia, attributed to 
purely functional disorders, is esophageal belching. There is 
evidence that repeated belching weakens the cardioesophageal 
sphincteric mechanisms and eventually leads to insufficiency and 
herniation at the hiatus esophagus. Thus aerophagic belching 
may be a precursor to the development of a hiatal hernia. The 
esophageal belcher who can induce loud belching at any time is 
truly an exhibitionist, and the help of a psychiatrist should be 
sought at the outset in his management. The commonest cause 
of early or immediate postprandial epigastric fullness, pressure, 
and bloating, relieved by eructation of air, is the magenblase 
syndrome, due to an enlarged air bubble. A variant of the 
magenblase syndrome has been called pseudoangina. These 
anginoid attacks usually cause the patient to consult the cardi- 
ologist first. However, the discomfort of aerophagic pseudoan- 
gina is usually to the left of the midline and not mid-substernal- 
ly. True angina pectoris may nevertheless be confused with this 
type of pseudoangina because of inadequate description of symp- 
toms or atypical localization. A confusing facet of this problem 
is that angina often provokes aerophagia due to anxiety, the 
magenblase may stimulate vagus nerve endings, coronary blood 
flow may be decreased, and true angina pain results. 

If swallowed air passes on through the intestines and is not 
expelled voluntarily it may distend the bowel and give rise to 
symptoms. The splenic flexure segment of the colon is predis- 
posed anatomically to be a site of symptom production. Patients 
complain of distention, pressure, or fullness in the left upper 
abdominal quadrant or in the precordial area. An aching pain 
in the left tower chest or pectoral region may cause concern 
over coronary artery disease. Aerophagia also causes intestinal 
flatulence. The patient complains of audible boborygmi, cramp- 
ing pain in the abdomen, distension, and expulsion of excessive 
flatus. There is evidence that air swallowing may contribute to 
the pathogenesis of intestinal obstruction in association with an 
adhesion or band, because the intestinal distention increases 
the angulation or kink. Since the commonest cause of aeropha- 
gia is emotional disturbance, the most profitable therapeutic ap- 
proach is through psychotherapy, with reassurance, re-educa- 
tion, and an explanation of symptom production. 
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> Books for review which were received during the period 
from November 5 to December 5 are listed on advertising pages 
116 and 117. Reviews of these books will be published as space 
permits. 


B LABORATORY APPLICATIONS IN CLINICAL PEDIATRICS. 
By Irving J. Wolman, M.D., Director of Laboratories and Hematologist, 
The Children’s Hospital of Philadelphia; Associate Professor of Pedi- 
atrics, Undergraduate and Graduate Schools of Medicine, University of 
Pennsylvania; Editor, Quarterly Review of Pediatrics. Cloth. Pp. 1019. 
Price $15.00. Blakiston Division, McGraw-Hill Book Company, 330 West 
42nd St., New York 36, 1957. 2 


In the preface the author states, “Most of the diseases are 
presented under the specific approaches most likely to uncover 
abnormal findings. This arrangement, though perhaps incon- 
sistent with formal logic, is in accord with what happens in of- 
fice and hospital. Patients usually come for medical care be- 
cause of symptoms or complaints—not because of the known 
existence of a specific ailment.” From this unusual but practical 
premise, Dr. Wolman launches into a concise and interesting 
coverage of clinical practice in pediatrics using the laboratory 
as his base. 

The author purposed to write a book that would enable 
the physician “to make intelligent use of routine laboratory 
tests as aids in the management of his pediatric patients.” He 
has accomplished his purpose. He has written a textbook that 
covers most of the aspects of pediatrics as a pediatrician would 
see them, with the added interpretations of pathologic findings 
that aid or verify the diagnosis. That Dr. Wolman should cover 
these fields so thoroughly is expected—he is certified in pathol- 
ogy, clinical pathology, and pediatrics. That he has done so is 
a gain for workers in all three specialties. 

The book is divided into eighteen sections and eighty chap- 
ters. Each subject is treated with thoroughness, although there 
are no long discourses. Discussion of technics, except for the 
newest ones, is kept at a minimum. Clinical aspects are always 
uppermost. 

The book reads with logic and grace and is highly recom- 
mended to pediatricians, pathologists, clinical pathologists, and 


all those whose work brings them into contact with these fields. 
Arnotp MEtnick, D.O. 


B® PRACTICAL DERMATOLOGY. By Samuel M. Peck, B.S., M.D., 
Dermatologist to the Mount Sinai Hospital, New York; Associate Clinical 
Professor of Dermatology, Columbia University; Associate Editor, Jour- 
nal of Investigative Dermatology; Editor of the Journal of Compensation 
Medicine; President of the American Academy of Compensation Medi- 
cine; With Laurence L. Palitz, M.D., Ph.D., Attending Dermatologist, 
Long Island Jewish Hospital; Assistant Attending Dermatologist, Mount 
Sinai Hospital, N.Y.; Adjunct Attending Dermatologist, Montefiore Hos- 
pital, N.Y. Cloth. Pp. 380, with illustrations. Price $7.00. Blakiston Di- 
oo McGraw-Hill Book Company, 330 West 42nd St., New York 36, 
1 


This book is unusual in that it is not a textbook per se; it is 
necessary to have a more-than-average background in the sub- 
ject of dermatology, or at least considerable practical experience 
for proper understanding of it. 

It is not a book that stresses routine detail in diagnosis. 
Rather, a good portion represents the personal reflections of a 
man of vast experience; indeed, this is suggested in the preface. 
If the book is read with these facts in mind, there are many 
nuggets of knowledge to be gained and much satisfaction to be 
derived from reading pertinent information to confirm one’s 
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generalized thinking. At times the author is so deep in reflec- 
tions that it takes intense concentration and rereading to com- 
prehend his thinking; this is true of the section on atopic 
eczema. 

In the reviewers’ opinion, the best chapter of the book is 
that devoted to contact dermatitis. Obviously this is the authors’ 
most interesting subject, and it reflects the senior author’s many 
years of expericxce. There is condensed in one chapter informa- 
tion that might well take a volume to give in detail. 

The physical characteristics of the book classify it as a 
handbook. Moderate use is made of pictures, but they are of 


mediocre quality. 
A. P. Uxsricn, D.O. 
Danie. Koprincr, D.O. 


® PROGRESS IN PSYCHOTHERAPY. Vol. II. Anxiety and Ther- 
apy. Edited by Jules H. Masserman, M.D., Professor of Neurology and 
Psychiatry, Northwestern University, Chicago; President. Academy of 
Psychoanalysis, American Society of Biological Psychiatry, etc.; and J. 
L. Moreno, M.D., New York University, New York City; Co-president, 
International Congress of Group Psychotherapy; Physician in Charge, 
Moreno Sanitarium, Beacon, New York. Cloth. Pp. 264. Price $7.50. 
Grune & Stratton, Inc., 381 Fourth Avenue, New York City 16, 1957. 


Psychotherapy has come of age, and the works dealing with 
the subject show the signs of maturity. No longer is it a phil- 
osophical issue, but rather it deals with practical technics to be 
used on everyday problems of everyday people. This volume is 
a summary of the status of various aspects of psychotherapy 
and represents offerings by leaders in the field from all schools 
of thought. 

The material is divided into six parts including the intro- 
duction which is Part I. Part II is a discussion of anxiety as 
the background of psychotherapy and is covered by six papers: 
“Experimental Aspects of Anxiety” by David Rioch, “A Theo- 
retical and Experimental Approach to Problems of Anxiety” by 
Roy Grinker and seven others, “The Structure of Anxiety” by 
Kurt Goldstein, “Anxiety and Stress in Warfare” by Albert 
Glass, “Anxiety and Values” by Rollo May, and “Anxiety Prob- 
lems Within Cultural Settings” by Kenneth Appel. Part III 
deals with special problems in stresses and techniques in later 
life. This is handled by five papers: “Pregnancy and Child- 
birth,” “ Psychotherapy of the Aged,” “Current Therapeutic 
and Psychotherapeutic Concepts for the Geriatric Patient,” “So- 
ciatry, The Social Atom and Death,” and “Biodynamic Therapy 
in the Aging.” Part IV covers schools and trends in psycho- 
therapy and includes nine papers, most of them short: “Rankian 
Will or Dynamic Relationship Therapy,” “Pavlovian Principles 
and Psychiatry,” “Trigant Burrow’s Thesis in Relation to Psy- 
chotherapy,” “‘Daseinsanalysis’ and- Psychotherapy,” “Socio- 
metric Milieu Therapy,” “Autogenous Training,” “Hypnosis in 
Psychoanalytic Psychotherapy,” and “Special Problems of Psy- 
chotherapy.” Part V deals with developments abroad and is dis- 
cussed in seven short papers. These are: “Psychotherapy in the 
Indian Cultural Setting,” “Psychotherapy in Holland,” “Psy- 
chotherapy in Norway,” “Progress in Psychotherapy in South 
America,” “Psychotherapy in Cuba,” “Psychotherapy in Mex- 
ico,” and “Cross-Cultural Aspects of Socio-Cultural Therapy : 
Guatemala.” Part VI is a Summation by Jules Masserman. 

It is remarkable how well the editors have condensed such 
a mass of material into the few pages of this volume. There is 
little dross here; the presentations are meaty and well written. 
It is a book that would be welcome by a busy physician for he 
could cover a broad subject in a short time. It is to be rec- 


ommended. 
Tuomas J Meyers, Ph.D., D.O. 
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® CRAIG AND FAUST’S CLINICAL PARASITOLOGY. By Ernest 
Carroll Faust, A.B., M.A., Ph.D., The William Vincent Professor of 
Tropical Diseases and Hygiene, Department of Tropical Medicine and 
Public Health, Tulane University School of Medicine, New Orleans, 
Louisiana; Consultant, U.S. Public Health Service; Member, Expert 
Panel on Parasitic Diseases, World Health Organization; Member, Com- 
mittee on Revision, U.S. Pharmacopeia, 1951-1960; Field Coordinator, 
Tulane-Colombia Program in Medical Education, U.S. Operational Mis- 
sion, International Cooperation Administration; and Paul Farr Russell, 
M.D., M.P.H., Staff Member, The Rockefeller Foundation; Consultant 
to Surgeon General, U.S. Army; Member Malaria Panel and Formerly 
Chairman, Expert Committee on Malaria, World Health Organization; 
Formerly Malaria Consultant to Tennessee Valley Authority and to the 
U.S. Public Health Service. With the Editorial Assistance of David 
Richard Lincicome, B.S., M.S., Ph.D., Howard University, Washington, 
D.C.; Editor of the Journal, Experimental Parasitology; Guest Scientist, 
Department of Parasitology, Naval Medical Research Institute, National 
Naval Medical Center, Bethesda, Maryland; Lieutenant-Colonel, Medical 
Service Corps, Army of the United States. Ed. 6, Thoroughly Revised. 
Cloth. Pp. 1078, with illustrations. Price $15.00. Lea & Febiger, Wash- 
ington Square, Philadelphia 6, 1957. 


The sixth edition of this authoritative text on parasitology 
contains much up-to-date information and presents the newer 
concepts regarding epidemiology, diagnosis, treatment, control, 
and prevention of parasitic and tropical diseases. 

Changing populations and greatly increased world travel in 
and out of endemic areas make this reliable book especially val- 
uable. The most current knowledge on amebiasis, malaria, 
leishmaniasis, toxoplasmosis, filariasis, schistosomiasis, and 
arthropod-transmitted diseases is presented. Also included is 
material that does not appear in other works, such as pneumo- 
cystis infection in the newborn, visceral larval migrans in small 
children, and alveolar hydatid disease. 

Technics and available aids for diagnosis and control are 
given in a special technical appendix. The book should be of 
equal value to graduate and undergraduate students in para- 
sitology, clinicians, internists, public health workers, and direc- 
tors and technicians in diagnostic laboratories. 


® DISEASES OF THE EXTERNAL EAR. By Ben H. Senturia, A.B., 
M.D., Associate Professor of Clinical Otolaryngology, Washington Uni- 
versity School of Medicine; Director of Department of Otolaryngology, 
Jewish Hospital of St. Louis; Associate Secretary in Charge of Otolaryn- 
gology, Home Study Courses, American Academy of Ophthalmology and 
Otolaryngology. Cloth. Pp. 211, with illustrations. Price $8.50. Charles 
C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1957. 


It is the author’s considered opinion that sustained interest 
in chemical and pathologic studies can to a large degree prevent 
or control diseases of the external ear. Underlying bases for 
these disorders not being clear, use of bacteriostatic and fungi- 
static drugs has not been successful. 

Accordingly, with the aid of seven associates, he has writ- 
ten a monograph covering 5 years of laboratory and clinical 
research into the 16 conditions responsible for external otitis. 
Suggestions are made for practical use of the information pre- 
sented. 

After discussion of possible causes, anatomy, pathology, 
and animal experimentation in disorders of the outer ear, twen- 
ty-five pages are devoted to treatment. Technics and ointment 
formulations for both prophylaxis and treatment of external 
otitis are included in this section. 

Otologist, dermatologist, and general practitioner alike 
should profit by specific data pertaining to the three approaches 
to the problem. 


® THE BASES OF TREATMENT. By Neuton S. Stern, A.B., M.D., 
Associate Professor of Medicine, University of Tennessee, College of 
Medicine, Memphis, Tennessee; and Thomas N. Stern, M.D., Instructor 
in Medicine, University of Tennessee, College of Medicine, Memphis, 
Tennessee. Cloth. Pp. 176. Price $4.75. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill., 1957. 


This book, stated to be an exposition of the philosophy of 
treatment rather than a textbook, was written because the au- 
thors believe that therapy has been assigned a minor place in 
medical education. 

The rather prosy and incomplete handling of the subject is 
based on a course delivered to medical students at the Univer- 
sity of Tennessee some years ago. Material is presented in 
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three sections: the bases of therapy, care of the patient, and 
special cases in therapy. This latter section covers iatrogenic 
disease ansd psychotherapy. 

Although it is stated that the book is not encyclopedic, a 
quick reading of the index shows surprising absence of refer- 
ence to many prevalent disorders and the drugs currently used 
in their alleviation. An example of cursoriness is seen in the 
chapter on knowledge and use of drugs. 

Errors and inconsistencies in proofreading and indexing are 
evident. 


®& SPONTANEOUS AND HABITUAL ABORTION, By Carl T. Ja- 
vert, M.D., Professor of Clinical Obstetrics and Gynecology, College of 
Physicians and Surgeons of Columbia University; Director of Obstetrics 
and Gynecology, Woman’s Hospital Division of St. Luke’s Hospital; At- 
tending Obstetrician and Gynecologist, New York Hospital. Formerly 
Associate Professor of Clinical Obstetrics and Gynecology, Cornell Uni- 
versity Medical College; Obstetrical and Gynecological Pathologist, Wom 
an’s Clinic (Lying-In Hospital), New York Hospital. Cloth. Pp. 450, 
with illustrations. Price $11.00. McGraw Hill Book Company, 330 W. 
42nd St., New York 36, 1957. 


This text was written to fill the nearly 20-year void since 
Taussig’s publication on spontaneous and induced abortions. The 
author’s motif might well be the statement: “It is as important 
to look for psychosomatic pathology and conflict in the prospec- 
tive father and mother and their marriage relationship as it is 
to search for gynecologic disease in the mother.” 

Clinical, psychiatric, obstetric, and pathologic factors in- 
volved in 2,000 cases of spontaneous and habitual abortion are 
discussed, and the author presents his complete program for 
management of these complications and for prevention of abor- 
tion in primigravidae. Therapy for psychic and phantom abor- 
tion is included. 

Since decidual hemorrhage is associated with spontaneous 
abortion in 61 per cent of cases, part of the author’s program is 
use of vitamins C, P, and K. Contraindications include sex hor- 
mones, vitamin E, and mineral oil. 

The book should be valuable for physicians, medical stu- 
dents, psychiatrists, and pathologists. Illustrations include 94 
tables and 195 figures, some humorous. 


bBPNEUMOENCEPHALOGRAPHY. By E. Graeme Robertson, M.D. 
(Melb.), F.R.C.P., F.R.A.C.P., Honorary Neurologist, Royal Melbourne 
Hospital; Honorary Neurologist, Royal Children’s Hospital; Honorary 
Consultant Neurologist, Royal Women’s Hospital, Melbourne, Australia; 
Honorary Consultant Neurologist, Victorian Eye and Ear Hospital; Con- 
sultant Neurologist to the Ministry of Health, Tasmania. Cloth. Pp. 482, 
with illustrations. Price $14.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Ill., 1957. 


Although economic conditions necessitated reduction of both 
text and illustrations by 40 per cent, “Pneumoencephalography” 
remains a learned investigation of the subject. It is recommend- 
ed to those practicing the specialties devoted to the human brain 
and to physicians (especially pediatricians) who wish to know 
what the procedure offers in solution of their clinical problems. 

The introduction traces man’s interest in the brain from da 
Vinci’s first wax casts of the cerebral ventricles, through Wal- 
ter Dandy’s earliest ruminations on the subject and his perform- 
ance of the first deliberate ventriculogram, to standardization of 
technics of modern pneumoencephalography. 

Five chapters present anatomic factors that make possible 
distribution and visualization of gas through spaces of the brain 
from which cerebrospinal fluid has been withdrawn, and de- 
scription of painstaking in vitro experiments that have preceded 
use of the technic in clinical practice. 

Thereafter various regions and ventricles of the brain are 
studied separately, since the histologic and pathologic peculiari- 
ties of each and the type of lesion with which each is most 
frequently affected require modifications of technic in their 
study. The latter part of the book is a discussion of pneumo- 
encephalography in childhood, based on 250 consecutive per- 
formances of the procedure by the author in children ranging 
from 5 weeks to less than 1 year of age. Differences in size 
and placement of the ventricles in adults and children are con- 
sidered in discussion of disorders of the young brain as a result 
of injury before, during, and after birth and of the value of 
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encephalography in diagnosis of lesions amenable to surgical 
removal. 

Illustrations throughout, comprising thirty-four plates and 
-09 figures, are excellently clear. 


® THE CLINICAL ASPECTS OF ARTERIOSCLEROSIS. By Sey- 
mour H. Rinzler, M.D., F.A.C.P., Associate Physician, Beth Israel Hos- 
pital; Associate Visiting Physician, Bellevue Hospital; Instructor in 
Pharmacology, Cornell University Medical College, New York; Diplomate, 
American Board of Internal Medicine; Subspecialty, Cardiovascular Dis- 
eases. Cloth. Pp. 339 with illustrations. Price $8.75. Charles C Thomas, 
Publishes, 301-327 East Lawrence Ave., Springfield, Ill., 1957. 


The author purports to integrate “in a single volume the 
totality of the clinical aspects of arteriosclerosis in coordination 
with recent basic investigations along morphological, physiologi- 
cal, biochemical, geopathological, and epidemiologic lines.” 

The text is divided into sections relating to the human body, 
in order to demonstrate most clearly the occurrence and co- 
occurrence of arteriosclerosis in various organ systems. The 
greater part of the book, however, is devoted to manifestations 
of the disease in those organs most commonly affected: heart, 
brain, and peripheral vascular system. ; 

Although the author attacks the view that arteriosclerosis 
is a necessary concomitant of aging and claims that it is po- 
tentially reversible, he shows that this fact applies at present 
only to certain strains of laboratory animals. A separate sec- 
zion on anti-arteriosclerotic agents is prefaced by the statement 
that none has been definitively proved useful in prevention or 
reversal of the disease process. 

The publisher recommends the book to the general practi- 
tioner, internist, cardiologist, neurologist, and other specialists 
who deal with this common problem. 


® HANDBOOK OF ORTHOPAEDIC SURGERY. By Alfred Rives 
Shands, Jr., B.A., M.D., Medical Director of the Alfred I. duPont Insti- 
tute of the Nemours Foundation, Wilmington, Delaware; Visiting Pro- 
fessor of Orthopaedic Surgery, University of Pennsylvania School of 
Medicine, Philadelphia; In Collaboration with Richard Beverly Raney, 
B.A., M.D., Professor of Surgery in Orthopaedic Surgery, University of 
North Carolina, Chapel Hill, North Carolina; Lecturer in Orthopaedics, 
Duke University School of Medicine, Durham, North Carolina. Ed. 5. 
Cloth. Pp. 725, with illustrations. Price $9.75. The C. V. Mosby Com- 
pany, 3207 Washington Blvd., St. Louis 3, 1957. 


Twenty years after the first publication of this Handbook, 
its fifth edition has been released. Its previous wide acceptance 
has attested to its general usefulness; the new revision assures 
its current serviceability. One of the main reasons for this is 
the author’s attempt to incorporate a consensus on many sub- 
jects, rather than presenting his own views or those of one 
school. 

Changes in this edition are many: regrouping in discussions 
on general skeletal affectations; shortening of the sections on 
tuberculosis; and addition of such subjects as rehabilitation, 
nonosteogenic fibroma, cervical root syndrome, frozen shoulder, 
and shoulder-hand syndrome. In addition, the bibliography has 
heen updated to September 1956, making the current reference 
list exceptionally fine. 


B® SYSTEMIC ARTERIAL EMBOLISM. Pathogenesis and Prophy- 
laxis. By John Martin Askey, M.D., Associate Clinical Professor of 
Medicine, University of Southern California School of Medicine. Cloth. 
Pp. 157, with illustrations. Price $5.75. Grune & Stratton, 381 Fourth 
Avenue, New York City 16, 1957. 


In the opening historical review, the author attributes the 
first concept of thromboembolism to Senac (1749) whose simple 
mechanistic theory (“When blood meets barriers, it tends to 
coagulate”) was ignored and overshadowed by incorrect 
theories until 1930 when Harvey and Levine stated, “There can 
be no doubt that auricular fibrillation increases the incidence of 
thrombus formation within the auricles.” 

After definition of terms to be used, the author discusses 
types of heart disease giving rise to arterial embolism and the 
various immediate causes of thromboses. There are at present 
insufficient means for their certain detection. 
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The author discusses the use of antithrombotic treatment 
both prophylatically and after embolism has occurred. Dicuma- 
rol prophylatically, for all its success in some cases, is purely 
a palliative measure, must be continued, and in no way relieves 
the underlying cause of thromboembolism. Its use is generally 
combined with surgical procedures for correcting the cause of 
blood stasis and for removing sites of potential thromboses. 


B® THE PRINCIPLES OF THERAPEUTICS. By J. Harold Burn, 
M.A., M.D., F.R.S., The Professor of Pharmacology, University of Ox- 
ford; Fellow of the National Institute of Sciences of India; Fellow of 
Balliol College. Cloth. Pp. 278, with illustrations. Price $5.50. Charles 
C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1957. 


The gap between pharmacology and therapeutics is consid- 
ered by this author to be progressively narrowing, and his book 
is a collection of lectures bridging the two fields. The action of 
various pharmacologic agents is illustrated by results of animal 
experiments, and emphasis is placed on the rationale of treat- 
ment rather than on a specific list of therapeutic indications. 

The lectures were originally given to Oxford University 
medical students, but it is the hope of the author that the 
practicing physician will find them helpful “to maintain his 
contact with the experimental observations on which his treat- 
ment is based.” Although osteopathy is mentioned in passing as 
an “unorthodox system ... of medical practice,” one might 
judge that the author is not acquainted with the current status 
of the profession. Certainly the general content of the book 
is most interesting, and should be worth while to a wide variety 
of readers. 


® OCCIPITOPOSTERIOR POSITIONS. By Edward L. King, A.B., 
M.D., F.A.C.S., F.A.C.0.G., Professor Emeritus of Obstetrics, School of 
Medicine, Tulane University of Louisiana, New Orleans, Louisiana. 
Cloth. Pp. 106, with illustrations. Price $3.75. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1957. 


This small volume is stated to contain nearly all manual 
and operative procedures for management of occipitoposterior 
position of the fetus during the birth process. Excellent original 
illustrations show manual rotation methods of Danforth and of 
Pomeroy, a trimanual method of Arnold, and a composite 
method of Hamblen, Wallace, and Cochran. Brief mention is 
made of other technics. 

The operative methods described and illustrated are Smel- 
lie’s verbatim report of the original use of forceps in occipito- 
posterior position, the Scanzoni method with its four modifica- 
tions, and the Kjelland and Barton methods of forceps delivery. 
A short chapter covers other technics and instruments, includ- 
ing the author’s method of intravaginal rotation of forceps 
blades. 

The index is poorly organized, overbrief because of omis- 
sions, and therefore of little value as a rapid reference. 


® ZINSSER BACTERIOLOGY. By David T. Smith, M.D., Professor 
of Microbiology and Associate Professor of Medicine, Duke University 
School of Medicine; Norman F. Conant, Ph.D., Professor of Mycology 
and Associate Professor of Microbiology, Duke University School of 
Medicine; Joseph W. Beard, M.D., Professor of Surgery in charge of 
Experimental Surgery, Duke University School of Medicine; Hilda Pope 
Willett, Ph.D., Associate Professor of Microbiology, Duke University 
School of Medicine; John R. Overman, M.D., Associate Professor of 
Microbiology and Assistant Professor of Medicine, Duke University 
School of Medicine; Ivan W. Brown, Jr., M.D., Associate Professor of 
Surgery, Duke University School of Medicine; D. Gordon Sharp, Ph.D., 
Associate Professor of Biophysics in Experimental Surgery, Duke Uni- 
versity School of Medicine; Mary A. Poston, M.A., Associate in Micro- 
biology, Duke University School of Medicine. Ed. 11. Cloth. Pp. 953, 
with illustrations. Price $12.00. Appleton-Century-Crofts, 35 West 32nd 
Street, New York 1, 1957. 


The basic biologic approach to bacteriology with clinical 
and public health applications achieved in the first edition of 
this classic stand-by remains unchanged in the eleventh edition. 
The emphasis has shifted, however, to broader considerations of 
clinical and public health aspects. 

Nearly every chapter has been rewritten, and a chapter on 
immunohematology and blood groups has been added. Also new 
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is information regarding each organism’s susceptibility to newer 
antibiotics and the reaction of specific infections to ACTH and 
cortisone. 

The 422 illustrations include 121 that are new. 


®& CLINICAL GASTROENTEROLOGY. By Eddy D. Palmer, M.D., 
F.A.C.P., Lieutenant Colonel, Medical Corps, United States Army; Con- 
sultant in Gastroenterology to The Surgeon General; Formerly Chief of 
Gastroenterology Service, Walter Reed Army Hospital. Cloth. Pp. 630, 
with illustrations. Price $18.50. Paul B. Hoeber, Medical Book Depart- 
ment of Harper & Brothers, 49 E. 33rd St., New York 16, 1957. 


The controversial matters in his specialty are expressed or 
implicit in the author’s handling of “Clinical Gastroenterology.” 
Subjects of special meaning to gastroenterology as presently 
practiced are emphasized at the expense of some of the classical 
hang-on concepts. Disclaiming iconoclasm, the author takes 
stands based on current divergence of thinking on the subject. 
New tests, technics, and treatment are stressed. 

Since his book was written for the nonspecialist gastro- 
enterologist, he cannot retreat into therapeutic nihilism, but is 
impelled to “. . . admit freely that we are not doing as well in 
our understanding and treatment of gastrointestinal diseases as 
the writings of a less secure era seemed to suggest.” 

He believes that the total-patient concept applies especially 
to gastroenterology. The fact that gastrointestinal diseases is 
functional in 80 per cent of cases he interprets as proof that 
these patients are governed by their emotions. Comprehensive 
gastroenterology consists in managing the psychovisceral com- 
plex by autotherapy. Since treatment involves encouraging the 
patient to ventilate his feelings, aided by a minimum of help or 
response from the physician. Treatment has proved to be less 
time-consuming than expected. The average patient with duo- 
denal ulcer requires only 10 hours. 

Subject matter is arranged according to the organ and its 
diseases, and there is a brief resume of the psychic components 
usually shown by the patient. The writing is lucid, and the fine 
illustrations were prepared especially for this volume. 


> 
M.D., F.A.C.S., Late Professor Emeritus of Obstetrics and Gynecology, 


SYNOPSIS OF OBSTETRICS. By Jennings C. Litzenberg, B.Sc., 


University of Minnesota Medical School, Minneapolis; Revised by 
Charles E. McLennan, M.D., Professor of Obstetrics and Gynecology, 
Stanford University School of Medicine, San Francisco. Ed. 5. Cloth. 
Pp. 403, with illustrations. Price $6.00. The C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3, 1957. 


By the nature of its title, any synopsis is limited in space. 
However, the necessary brevity does not imply that the cov- 
erage of the material should be less than thorough. In a sim- 
ple and concise style the theories and procedures of the field of 
obstetrics are presented in this small volume, which closely 
adheres to the material found in standard textbooks. 

The general outline of the first four editions has been fol- 
lowed, but revisions in accordance with the most modern tech- 
nics have been incorporated. The reorganization of a few chap- 
ters and sections within the chapters makes for smoother read- 
ing. Intended as a quick reference for essential facts, this 
synopsis provides the answers to many of a physician’s daily 
questions. It is one of the best obstetric synopses available. 


® BRONCHOPULMONARY DISEASES. Basic Aspects, Diagnosis 
and Treatment. By 142 Authors. Edited by Emil A. Naclerio, M.D., 
Chief of the Thoracic Surgical Services, Harlem and Columbus Hospitals, 
New York; Foreword by Richard H. Overholt, M.D., Director, Overholt 
Thoracic Clinic, Boston; Clinical Professor of Surgery, Tufts College 
Medical School. Cloth. Pp. 956, with illustrations. Price $24.00. Paul 
B. Hoeber, Medical Book Department of Harper & Brothers, 49 E. 33rd 
St., New York 16, 1957. 


This text is the collaboration of 142 authorities in clinical 
and surgical management of disorders of the lungs and in the 
related fields of embryology, segmental anatomy, physiology, 
and pathology. 

The material, some of which originally appeared in a sym- 
posium in the American Journal of Surgery, has been enlarged 
by addition of chapters on many new subjects by other authors. 
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The result is a valuable reference library covering thoroughly 
the most up-to-date methods of management. 

The various aspects of the comprehensive field of diagnosis 
and treatment are presented with the authoritative compactness 
expected from those who have distinguished themselves in a 
specialty. 

One time-saver thoughtfully effected for the busy physician 
is use of registered trade names instead of generic terms for 
the increasingly large number of modern drugs. 

Perusal of the table of contents will indicate that the hand- 
some volume was meant for the general practitioner, internist, 
surgeon, pediatrician, roentgenologist, and anesthesiologist. 


» 
CULOSIS. By John D. Steele, M.D.; Introduction by Frederick A. 


THE SURGICAL MANAGEMENT OF PULMONARY TUBER- 


Coller, M.D.; Biographical Sketch of John Alexander, by Cameron 
Haight, M.D. Cloth. Pp. 213, with illustrations. Price $9.50. Charles 
C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1957. 


The fifteen contributors to this volume are thoracic sur- 
geons who trained under Dr. John Alexander. This monograph, 
the first of a series, is dedicated to the teacher and is meant for 
surgeons and internists. 

A biographical sketch of Dr. Alexander and his biblogra- 
phy of 102 references open the book. 

History and evolution of surgical treatment of pulmonary 
tuberculosis are presented in sections devoted to specific tech- 
nics, alone or combined, and to ancillary use of chemotherapeu- 
tic agents in management of the disease. References appear at 
the close of each section. 

As is to be expected from authorities, the writing is suc- 
cinct yet rich in allusion to background material in the field. 
Illustrative roentgenograms are unusually clear. 


& HORMONAL REGULATION OF ENERGY METABOLISM. Com- 
piled and Edited by Laurance W. Kinsell, M.D. Cloth. Pp. 242, with 
illustrations. Price $5.25. Charles C Thomas, Publisher, 301-327 East 
Lawrence Ave., Springfield, Ill., 1957. 


The 1956 Metabolic Conference covered the subject of 
“hormonal regulation of energy metabolism”; the proceedings 
have been edited and presented for general reading in this book. 
Such activities as the hormonal regulation of carbohydrate 
metabolism and enzymatic activity; the relation of energy me- 
tabolism to pituitary, adrenal, and thyroid function; and dia- 
betes and the insulin problem are discussed. The latter subject 
was one of importance in this conference because of the contribu- 
tion of Dr. Elliott P. Joslin, considered by many to be the dean 
of diabetologists. 

As is the case with most transcriptions of conference pro- 
ceedings, the value of this work is largely in the informal in- 
terchange of ideas. This does not make the book particularly 
valuable as a reference, but within its scope may present new 
ideas not available to the reader in any other way. 


B® THE MENTALLY ILL CHILD—A guide for parents. 


By Steven 
B. Getz, 


Ph.D., School Psychologist, California School for the Deaf, 
Berkeley, California; and Elizabeth Lodge Rees, M.D., Fellow of the 
American Academy of Pediatrics, Hayward, California. Cloth. Pp. 87. 
Price $3.50. Charles C Thomas, Publisher, 301-327 East Lawrence Ave., 
Springfield, Ill., 1957. 


A great need is touched upon by this little book. The prob- 
lem of the mentally ill child from the standpoint of the parents 
is one that is often overlooked. Yet, when a family is visited 
by this tragedy, the question of what to do or what to think is 
often overwhelming. Shall the child be kept home or shall it 
be sent away? What hospitals and homes are most desirable? 
Do schools have anything to offer and how are schools rated? 
These and many other questions are discussed. 

The book includes a rather extensive bibliography covering 
almost every phase of the subject for the reading of parents. 

This is a book that every physician should know about for 
it deals with a problem that occurs in every practice. Well 
written in nontechnical language, the book meets a real need. 
Tuomas J. Meyers, Ph.D., D.O. 
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